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=> A Complete New Work 
raham’s Surgical Diagnosis 


Not within this century has so fine a work as this on Surgical Diagnosis been offered 
the medical profession. In it you get the surgical judgment of America. Through 
it, under the editorship of Dr. Evarts A. Graham, are brought to your office, the diag- 
nostic experience of 43 authorities. You get surgical diagnosis as you can get it no- 
where else. It is a marvelous work—and was an immediate success. 











By a painstaking discussion of differential diagnosis, misleading signs and symptoms 
are explained and the many clinical presentations of a disease or condition are set 
out in sharp outline. Indeed, this clinical tone is immediately perceived upon opening 
the work and springs from the practical experience of the authors. Bedside and lab- 
oratory methods are described; nor does the work stop here. It includes full consid- 
eration of the diagnosis of post-operative complications—those dangerous sequelae 
which are frequently briefly dismissed in the usual book on surgery. There are 1275 
striking illustrations. 


Three octavo volumes, totaling 2750 pages, with 1275 illustrations and a separate Desk Index Volume. By 43 American authors. 
Edited by Evarts A. GRAHAM, M.D., Bixby Professor of Surgery, Washington University, St. Louis. Per set: Cloth, $35.60 net. 


- B. SAUNDERS COMPANY Philadelphia and London 


Entered at the Postoffice at Boston as Second Class Matter 
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Che Massachusetts Medical Soriety 


SECTION OF OBSTETRICS AND GYNECOLOGY 


TuEsDAY AFTERNOON, JUNE 17, 1930 


The Section of Obstetrics and Gynecology of 
the Massachusetts Medical Society convened in 
the Armory, Plymouth. at two-forty o’clock, 
Dr. Louis E. Phaneuf, of Boston, Chairman of 
the Section, presiding. 


CHAIRMAN PHANEUF: Ladies and Gentlemen 
—We want to welcome you to the meeting of the 


FORCEPS, VERSION OR 
BY FREDERICK 


RECENT graduate house officer of one of 

our largest obstetrical services told me that 
his only lament on leaving the hospital was that 
he had not been given the opportunity to deliver 
any patient by high forceps and that he had 
delivered but one by internal podalic version. 
Moreover, he commented on the fact that he had 
seen but a few patients delivered by either high 
forceps or internal podalic version and that 
the major part of his obstetrical operative train- 
ing consisted in the performing of the low for- 
ceps operation or Caesarean section. 

His assertion conveyed the impression that 
either the visiting obstetricians on duty did 
not allow him to perform the operation of high 
forceps or internal podalie version, preferring 
to do them themselves, or that not enough of 
these operations were being done to make it 
possible for the house officer to do, or see, any 
more than he had. His own conviction was that 
the great majority of all cases of dystocia were 
being treated by Caesarean section. 

The comment of this house officer gave me 
considerable to think about. In the first place, 
I happened to be connected with the hospital 
in question, and, secondly, for two years previ- 
ous, as an officer of this section, I had travelled 
to all parts of the state, preaching the doctrine 
that our all too high maternal mortality could 
not be reduced until that time arrived when all 
would realize that the operation of Caesarean 

*Read before the Section of Obstetrics and Gynecology of the 
Massachusetts Medical Society at its Annual Meeting, June 17, 
1930, at Plymouth. 

+Good—Clinical Professor of Obstetrics, Tufts College Medi- 


cal School. For record and address of author see “This Week’s 
Issue’, page 376. 








Section of Obstetrics and Gynecology of the 
Massachusetts Medical Society. 

Due to a little difficulty with the lantern, we 
will have to alter our program somewhat and 
the first paper will be by Dr. Frederick L. 
Good, of Boston, Professor of Clinical Ob- 


Kstetrics, Tufts College Medical School, who will 


speak on ‘‘Forceps, Version, or Caesarean Sec- 
tion ?’’ 


CAESAREAN SECTION?* 
L. GOOD, M.D.tT 


section was being performed too frequently and, 
to my mind, many times needlessly. Moreover, [ 
had told classes of students that there would be 
no great drop in maternal mortality until the 
indications for Caesarean section had been nar- 
rowed, and that even then the decline in the 
death rate would not be what it should be un- 
less the operation was done by properly trained 
men. 

Furthermore, I had gone on record at one 
medical school as being of the opinion that per- 
haps the obstetrical teachers were more at fault 
than they realized, in not giving the proper 
kind of instruction and in not giving a suffi- 
cient amount of time to the teaching of obstet- 
ries. Whenever then, the Curriculum Commit- 
tee had a meeting and discussed the advisability 
of eutting down on the time allotted for the 
teaching of obstetrics, I was always found in 
strong opposition and requested twice as much 
time rather than one-half as much. 

Naturally, the thought that confronted me 
was this: Could it be that regardless of the 
opinion that I had expressed at different medical 
meetings and to students and to curriculum 
members that I was as much at fault as was 
anyone else? Was it going to be another case 
of where it would have been better for me to 
have tried to improve conditions in our own 
clinic before offering advice to others? Noth- 
ing but a complete analysis of the records for 
the past ten years could clear up the subject. 

To add to my discomfort, I had written many 
of the recognized obstetricians of the country 
and had received replies from nearly all of them 
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to the effect that Caesarean section was being 
performed too frequently and too many times 
without cause. I could not, however, expect 
these busy men to look up statistics, so I had 
to depend wholly on the statisties of our own 
clinie to prove my theory or have it disproved. 
The facts and figures that I read to you have 
been collected from the records of the Gynecolog- 
ical and Obstetrical Service of the Boston City 
Hospital. In the year 1920 there. were deliv- 
ered at the Boston City Hospital four hundred 
cases—eight of them by high foreeps—an in- 
cidence of one in fifty; nine by internal podalic 
version, an incidence of one in forty-four and 
one-half; and fifteen by Caesarean section, an 
incidence of one in twenty-six and six-tenths. 


In the year 1929 there were delivered 1550 
cases, nearly four times as many as in 1920. 
Of these 1550 éases, only eight were delivered 
by high forceps, an incidence of one in 194; 
26 were delivered by version, an incidence of 
one in 59.6; and 46 by Caesarean section, an 
incidence of one in 33.7%. 

Summarized, we did less Caesareans propor- 
tionately in 1929 than we did in 1920. I am 
sorry that I cannot say accurately how many 
of the Caesareans done in 1920 were repeated 
Caesareans but since reference to the chart will 
show that in 1924 we did six repeated Caesa- 
reans, in 1925 nine, 1926 ten, 1927 fifteen, 1928 
seventeen, and in 1929 twenty-one, an increasing 
number each year, it is safe, I think, to assume 
that no more than six were repeated. But let 
us assume that the entire fifteen done in 1920 
were primary—an incidence of one in 26.6. We 
know that twenty-one of the forty-six Caesareans 
done in 1929 were repeated Caesareans leaving 
twenty-five primary, or an ineidence for pri- 
mary Caesareans in 1929 of one in 61—certainly 
an improvement in the incidence of Caesarean 
section. 

In 1920 the incidence of high forceps was one 
in 50; in 1929 the incidence of high forceps was 
one in 196. In 1920 the incidence of internal 
podalie version was one in 44.5 and in 1929 an 
incidence of one in 59.6. 


These figures prove conclusively that not only 
are we doing fewer Caesareans comparatively, 
but also fewer versions and high forceps. 


In 1920, twenty-one patients were delivered 
by mid foreeps—an incidence of one in 19. And 
in 1929, forty-five were delivered by mid for- 
ceps—an incidence of one in 45.5—proving that 
we are doing fewer mid forceps proportionately. 

In 1920, sixty-five patients were delivered by 
low foreeps—an incidence of one in 6.1. In 
1929, three hundred and twenty were delivered 
by low forceps—an incidence of one in 4.8-+ 
cases,—proving that we are doing more low 
forceps now than in 1920. 

I feel that the increase in the incidence of 
low forceps explains, to a certain extent, the 
decrease in the incidence of high forceps, ver- 





sion and Caesarean—in that some cases deliv- 
ered by high forceps, version or Caesarean in 
1920 might have been delivered by low for- 
ceps, if they had been left alone and interfer- 
ence not undertaken too early. 


I do not wish to take up too much time dis- 
cussing statistics and incidence. A glance at 
the chart will show that in only three years, 
1921, 1925, 1927, has the incidence of Caesa- 
rean section been greater than in 1920 (25.8, 
25.8, and 22 respectively as compared with 26.6 
in 1920) and these figures of incidence are con- 
siderably below that of 1920 for primary Caesa- 
rean section. 


As compared with 1920 the incidence of high 
foreeps is greater in the years 1921, 1925, 1926 
and 1927 and less in the years 1922, 1923, 1924 
and 1928—reaching one in 175 in 1928. 


As to version the ineidence is greater in 1921, 
1922, 1923, 1924, 1925, 1926, 1927 (as high as 
one in 14.8 cases in 1923) and less in 1928. 

In 1920 the percentage of cases delivered nor- 
mally was approximately 65%, and in 1929 ap- 
proximately 69%, showing, I believe, improve- 
ment along the lines of conservatism. 

It would take too much time to enumerate 
the different causes for operative procedures— 
a glance at the chart will show the indications 
for each individual operation. 


So much for statistics and charts. But before 
leaving this phase of the question entirely may 
I call your attention to our relatively low mor- 
tality at the Boston City Hospital, stressing 
the mortality of five-tenths+ of 1% for the year 
1929. And I hope I may be pardoned for say- 
ing that it is with a feeling of pleasure and 
great pride that I quote these figures. Doubt- 
less, you know of the large amount of patho- 
logical obstetrics done at the Boston City Hos- 
pital,—the numerous cases where attempts at 
delivery have been made outside, the large num- 
ber of eclamptics, placenta praevias, prema- 
ture separations of the placenta, cardiaes, etc., 
admitted to our Service and the number of cases 
already infected on admission. I think vou will 
agree that the figures show that the Obstetrical 
Staff at the Boston City Hospital is certainly 
doing its share in the field of better obstetrics. 


As mentioned earlier, some weeks ago I wrote 
several of the leading obstetricians of the coun- 
try telling them that I was to read this paper, 
hoping to prove that Caesarean section was be- 
ing done all too frequently and that the opera- 
tions of high forceps and version were not 
being done often enough. Moreover, I stated 
in my letter that I thought we obstetricians were 
somewhat to blame because of the fact that we 
were graduating House Officers very well equip- 
ped to do the Caesarean operation but not so 
well equipped to cope with high forceps and 
internal podalic version. I received, I am glad 


to say, many replies and with the permission of 
these recognized and outstanding obstetricians 











Volume 203 
Number 8 


M. M. S.—SECTION OF OBSTETRICS AND GYNECOLOGY—GOOD 


343 





and teachers I am going to read excerpts of their 
letters. 


Dr. Joseph B. DeLee’, Professor of Obstetrics, 
Northwestern University Medical School, re- 
plied as follows: . 


“T agree with you that a great many cases 
of labor could be terminated by watchful 
expectancy and forceps or version instead of 
so frequently resorting to cesarean section. 

“T feel that one of the reasons that so many 
cesareans are being done in this country is 
that the obstetricians do not have patience 
enough or that the surgeons do not know 
enough obstetrics and select the easiest way 
out.” 


Dr. Barton Cooke Hirst’, Emeritus Professor 
of Obstetrics, University of Pennsylvania, wrote: 


“T entirely agree with your views in re- 
gard to the unnecessary frequency of Caesa- 
rean Section. There are many cases that 
could be better managed really by forceps 
and version, and minimizing the importance 
of these last two operations is responsible 
for a decrease in the skill with which they | 
are done by the younger men and a lack of 
knowledge as to the indications.” 


Dr. Frederick C. Irving’, Assistant Professor 
of Obstetrics, Harvard Medical School, told me 
verbally that to his mind high foreeps and in- 
ternal podalie version were being done all too 
frequently and not until we convince our house 
officers that many cases now treated by these 
operations would deliver themselves if left alone, 
will there be the desired drop in both mortality 
and morbidity. 


Dr. Foster S. Kellogg*, Instructor in Ob- 
stetries at Harvard Medical School, speaking 
before the Post-Graduate Conference held under 
the auspices of the Michigan State Medical So- 
ciety, the Wayne County Medical Society and 
the Alumni Association of the Detroit College 
of Medicine and Surgery, May 14-17, 1928, spoke 
as follows: 


“High Forceps is in disrepute and it is 
the obstetrical fashion to decry it. A dis- 
tinguished specialist says annually in meet- 
ing ‘high forceps—brutal, long since aban- 
doned—never done by one of us, I hope’. 
We venture to suggest that such a statement 
is rubbish. We venture the belief that high 
forceps is, was and always will be a very 
useful and necessary operation providing it 
is done on proper cases and with proper tech- 
nique.” 


I heartily agree with this statement of Dr. 
Kelloge and want to compliment him for his 
courage in making it. 

Dr. Kellogg’s article continues: 


“Observation in my own state and city 
leads me to the unpleasant conviction that 
men with really rational knowledge of when 





to do a Caesarean section for pelvic dis- 
proportion are as scarce as good forceps op- 
erators. I once said in the heyday of youth 
that the indication for Caesarean section in 
Massachusetts was the failure of the baby 
to arrive in time to suit everybody involved; 
and a checkup by others, notably my de- 
partmental chief, demonstrated that this was 
about the truth; and that in addition many 
were done as operations of last resort— 
among more patient people.” 


Dr. George W. Kosmak’®, Editor of The Amen- 
can Journal of Obstetrics and Gynecology, re- 
plied as follows: 


“There is no doubt that resort to surgical 
methods of delivery is on the increase and 
that in many instances surgical, rather than 
obstetrical judgment governs the decision. 


“While I have always regarded Caesarean 
section as a life saving measure, there are 
limitations to its performance that should be 
more widely recognized. Undoubtedly ver- 
sion and forceps extraction can be employed 
if appropriate indications are at hand and 
which might be safer for the mother at least 
than Caesarean section. However, I also be- 
lieve that version is being abused and while 
its technique should be satisfactorily taught 
to students, the shortcomings of this pro- 
cedure should also be emphasized. A great 
deal of harm has undoubtedly been done by 
the indiscriminate resort to version which 
had no other basis than an idea that the 
second stage of labor should be shortened. 


“In a study of the puerperal mortality of 
New York City in which I am now engaged, 
the incidence of operative deliveries among 
the fatal cases is unfortunately very high. 
The exact figures will not be available until 
after the close of the year but thus far they 
are somewhat alarming and constitute an un- 
doubted condemnation of surgical obstet- 
rics.” 


Dr. Ross MePherson®, Professor of Ob- 
stetrics, New York Polyclinic Medical School 
and Hospital, replied: 


“That it seems to me the attitude of mind 
to be taken in regard to these operations has 
for its fundamental basis the question of 
getting a living baby and uninjured mother. 


“TI, personally, think Caesarean section is 
practically always a better and safer opera- 
tion than high forceps except in unusual 
cases where high forceps is done for a deliv- 
ery due solely to inertia on the part of the 
mother. I do not believe any of us have 
realized the amount of damage caused to the 
fetal head by long continued traction and 
pressure and of the number of unfortunate 
children who, later on in life, develop condi- 
tions caused by this operation. 


“Internal podalic version, as_ practiced 
after the method of Potter and modified by 
various other operators has certainly an ex- 
tended and extensive field of usefulness and 
in my opinion should undoubtedly be em- 
ployed in many more instances than it is. 

“When it comes to a question of Caesarean 
section, from my observation the country 
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over, the operation is being done too often 
with a very considerable mortality due not 
to the operation but to the incompetency of 
the person doing it, while to a well trained 
gynecologist or surgeon, the operation pre- 
sents no particular difficulties. To the in- 
competent, the result in mortality and mor- 
bidity is very high and is so frequently done 
as an operation of last resort rather than of 
choice that the results are often frightful. 
“I would like to have you make a plea in 
your paper for the education of the men who 
are doing obstetrics to be carried out to such 
a point that they will know how to do all of 
these operations equally well and will be able 
to differentiate the cases so that the opera- 
tion which is applicable to the particular 
case will be selected as the best one.” 


Dr. Franklin S. Newell’, Professor of 


stetries. Harvard Medical School, wrote as 
lows: 


“I would say that there is no question in 
my mind that Caesarean section is an opera- 
tion which is being done on many cases un- 
necessarily. The indications have been so 
extended that there is hardly any obstetrical 
complication in which Caesarean section is 
not seriously considered as the ideal method 
of delivery. The pendulum has swung too 
far towards Caesarean and it will probably 
swing back too far the other way and yet 
I believe each individual operator believes 
the cases on which he operates are best 
treated by Caesarean. 

“It is a well recognized fact that, taking 
into consideration all cases of contracted pel- 
vis, some 80°% would be delivered success- 
fully through the pelvis if allowed to go 
through labor. The individual obstetrician 
then must try to eliminate the 20 cases in 
which labor is going to be difficult or im- 
possible and treat them by Caesarean sec- 
tion, letting the others go through labor un- 
less there is some extra-pelvic complica- 
tion which renders Caesarean section the 
wiser operation. 

“There is no question in my mind, how- 
ever, that a high-forceps carries with it 
greater risk for the child and equal risk for 
the mother when the cause is the lack of 
descent of the fetal head and the same may 
be said about version. My own personal 
feeling is that a patient should be carefully 
studied and that Caesarean section should 
only be chosen for cases in which well con- 
sidered judgment leads the attendant to be- 
lieve that outcome of labor is doubtful or 
worse. That means that most of our cases 
would be given a test of labor. While there 
is no accurate means of determining just 
what will happen until the patient is allowed 
to have a couple of hours of satisfactory la- 
bor, a few hours of watchful waiting will not 
injure the results so far as Caesarean goes 
or do any harm to the baby, and if after sev- 
eral hours there is no progress, or unsatisfac- 
tory progress, the Caesarean can then be 
done. I think, on the other hand, that many 
cases are improperly subjected to unsatis- 
factory labor for a great many hours with 
no progress and that a late Caesarean with 
its increased morbidity and mortality finally 
becomes necessary if we are to gave the 
child. 

“I have seen so many bad results in the 
office, requiring extensive repair operations 


Ob- 
fol- 





to restore the woman to normal health after 
high forceps and version in private practice, 
that I am led to believe that the patients are 
not carefully studied. On the other hand, 
Caesarean is often done early and without 
any reason and on study of the patient be- 
fore a second Caesarean, we can find no in- 
dication for the primary operation and we 
have to come to the conclusion that the 
Caesarean was done on account of fear 
rather than on account of good judgment.” 


Dr. Alonzo K. Paine*, Professor of Ob- 
stetrics, Tufts College Medical School, replied: 


“The number of mid and high forceps op- 
erations has markedly decreased, with a 
slight increase in Caesareans and a slight in- 
crease in the low forceps. There has been 
a decrease in the number of versions and a 
marked increase in the normal deliveries, 
suggesting that we are perhaps more patient 
than we were five years ago, resorting less 
quickly to operative deliveries. Our Caesa- 
rean incidence is too high but like everybody 
else we find ourselves confronted with the 
“repeat Caesarean” which accounts for about 
one-half our cases. We are certainly having 
our share of operative deliveries of one kind 
or another at the Booth Hospital, thirty-eight 
per cent., including all types of operative 
deliveries, though over one-half of these were 
low forceps. We probably have a relatively 
higher number of primiparae than the aver- 
age hospital which may explain the high 
operative incidence. I feel as you do that 
Caesareans are being done in cases in which 
safe deliveries from below could have been 
secured. Of course the matter is involved, 
for while the technique of a Caesarean op- 
eration is readily developed by the sur- 
gically trained, the technique of the difficult 
forceps operation is one to try even the 
highly trained obstetrician. It will always 
be easy to secure adequate surgery for the 
performance of the Caesarean section and it 
will always be difficult to secure the oppor- 
tunity for more than a few individuals to 
have extensive training in difficult forceps 
operating, the result of necessity will be 
that a Caesarean will be chosen many times 
for the case threatening a difficult deliv- 
ery.” 


Dr. Louis E. Phaneuf®, Professor of Gyne- 
cology, Tufts College Medical School, expressed 
the following opinion: 


“In regard to this subject, my feeling in 
the matter is that version and forceps today 
are very frequently neglected for Caesarean 
section. If obstetrics is to remain an art, 
forceps and versions will have to be used 
more frequently rather than Caesarean sec- 
tion which has been discovered not to be a 
panacea for all obstetrical ills. I believe the 
principles of forceps and version should be 
impressed upon the students in the medical 
schools and that in the course of their train- 
ing as internes they should be taught to 
properly perform both of these important ob- 
stetrical procedures. Naturally some men 
might do a forceps more easily than a ver- 
sion and vice versa, and they will be guided 
by the operation which they do best, which, 
in my opinion, is not of very great impor- 
tance providing we go back to obstetrical 
principles and that we use again the ob- 














Bs. 
a 














Volume 203 M. M. S.-SECTION OF OBSTETRICS AND GYNECOLOGY—GOOD 845. 


Number 8 





stetrical manipulations from below to de- 
liver a large part of our patients, reserving 
Caesarean section for those cases where we 
feel that neither forceps nor version might be 
successful. I believe if the student is im- 
pressed with the importance of not resorting 
to Caesarean section for every obstetrical 
complication that their obstetrical patients 
will greatly benefit by this form of teach- 


ing.” 


Dr. John Osborn Polak’®, Professor of Ob- 
stetries and Gynecology at the Long Island 
College Hospital, replied: 


“T would say that the indications for Caesa- 
rean section have been greatly extended, 
and, with it has come an increased mor- 
tality. A few more babies are saved, but any 
Metropolitan Review of maternal mortalities 
will show that Caesarean section makes up 
about 8 or 9% of the total puerperal mor- 
talities. ‘ 

“In our own clinic, the incidence of forceps 
for the last ten years has been about 4%, 
running as low as 2.2 and as high as 5.9. Ver- 
sions make up about 5% of the deliveries 
and Caesareans have increased from 1 in 110 
to 1 in 50. The reason for this increase can 
be explained by our use of section in tox- 
emias which do not yield to medical treat- 
ment, and labor is terminated before the 
convulsive stage under local anaesthesia. 

“Heart disease and placenta praevia with 
a viable child has also increased the inci- 
dence of section.” 


Dr. H. J. Stander™, Associate Professor of 
Obstetries, The Johns Hopkins Medical School, 
wrote: 

“Here at the Hopkins we are, of course, 
of the opinion that Caesarean section is done 
far too frequently; and as a consequence the 
maternal mortality throughout the country 
is greatly increased. You are probably quite 
right in assuming that house officers do not 
get proper training in the technique of for- 
ceps and version; and this is particularly re- 
flected in the foetal mortality incident to 
these two operations. The foetal mortality 
in version in some of the leading clinics of 
this country is as high as 40 per cent. 

“For the year 1928, the incidence of for- 
ceps at this hospital was 11.5 per cent.; 
that for version 2.5 per cent.; and that for 
Caesarean section 4.1 per cent. The inci- 
dences for these operations for the period 
1907-1929 inclusive, are 9.2 per cent., 2.0 per 
cent., and 3.2 per cent., respectively. From 
these figures you will see that the incidence 
for Caesarean section is relatively high in 
this Clinic; and this is undoubtedly due to 
the great percentage of colored patients with 
contracted pelves. Most of our sections are 
performed because of this indication.” 


These letters, verbal communications, ete., 
prove conclusively that the obstetrical leaders 
of our country are in agreement that Caesaréan 
section is being done all too frequently. 

Time will not allow me to diseuss at length 
the proper indications for each obstetrical op- 
eration. The problem that confronts us is not 
What is best for either mother or child but what 
is best for both, without putting either to any 
undue risk at the expense of the other. 








Every obstetrician agrees that Caesarean sec- 
tion is the operation of choice in some complica- 
tions and that it is the only sane and rational 
procedure in others. It also appears obvious 
that obstetricians all agree that the operation 
is being done many times when delivery from 
below would have been the better procedure. 

More than once I have been consulted by pa- 
tients who have requested that I perform a 
Caesarean section because of their previous 
primiparous delivery having ended disastrously. 
To perform a Caesarean section at the time of a 
second labor simply because of the poor result 
for the baby in the primiparous delivery, and 
without taking into consideration the pelvic 
measurements, the size and position of the baby, 
the condition of the soft parts, ete., is to my 
mind poor obstetrics. But how many Caesarean 
sections are being done today with no other in- 
dication than the fact that the primiparous baby 
was born dead? I feel that the majority of such 
cases would probably be safely and easily de- 
livered from below by some other operative pro- 
cedure, if by chance they did not deliver them- 
selves normally. 

To advocate Caesarean section merely because 
the position of the baby happens to be occiput 
to the right and posterior is equally erroneous. 
Have we forgotten that it,is possible to convert 
a posterior head to an anterior head and by so 
doing change what appears like a hazardous 
complication to a very easy delivery. I am not 
unmindful of the fact that I have advocated the 
performing of Caesarean section in certain cases 
of occiput to the right and posterior, but not 
solely because of the occiput being to the right 
and posterior but rather because of a small pel- 
vis, rigid soft parts, ete., complicating this con- 
dition. 

Again, how often do we hear the statement 
made that the fact that a patient is an elderly 
primipara makes the indication for Caesarean 
almost absolute. I have had enough elderly 
primiparae deliver themselves from below, as 
easily as do patients at 25 years, to convince me 
of the fact that many elderly primiparae could 
be best delivered by mid or low forceps rather 
than by Caesarean section. 

I am strong in the belief that every primip- 
arous Caesarean section should always be de- 
livered by Caesarean section in the future. I 
am just as strongly of the opinion that the 
great majority of cases of multiparae, who be- 
cause of a complete placenta praevia or pre- 
mature separation of the placenta had to be pre- 
viously delivered by Caesarean section can eas- 
ily be delivered from below in subsequent labors 
and without any great cause for alarm. 

Latterly, there has developed a tendency on 
the part of some obstetricians to do an elective 
section before the patient has fallen in labor be- 
cause of a justo-minor pelvis. I have seen too 
many cases of justo-minor pelves with present- 
ing parts not engaged before labor starts, quickly 
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push the head down into the pelvis, once labor 
has started, and easily deliver themselves or be 
delivered by low forceps. Most of us seem to 
forget that the bony pelvis increases in size dur- 
ing pregnancy and that the pelvis which appears 
extraordinarily small at the patient’s first visit 
to us, shortly after she becomes pregnant, in- 
creases sufficiéntly during her pregnancy to 
make its diameters somewhat larger at term. 

A patient with an external conjugate of only 
16 with an average sized baby and the presen- 
tation being an O. L. A., many times delivers 
herself while the patient with an external con- 
jugate of 20 with a large baby and abnormal 
position may require a Caesarean section. 

Cases of previous Caesarean section which 
have never been delivered from below, complete 
placenta praevias and premature separations 
of the placenta might well be looked upon as 
cases that should never be treated in any other 
way than by Caesarean section. 

Plastic operations may in some cases cause 
dystocia, but to make it a hard and fast rule 
that because a patient has had a plastie opera- 
tion necessarily means that in the future she 
must be delivered by Caesarean section is to 
my mind erroneous. 

Let us give up the idea that a justo-minor pel- 
vis, a flat pelvis, a breech presentation, occiput 
to the right and posterior, a toxemic case or a 
eardiae case, of themselves, constitute sufficient 
cause for Caesarean section. Many of such 
cases must of necessity come to Caesarean sec- 
tion. Many should be treated in no other way 
than by Caesarean but let us weigh all the evi- 
dence, giving tests of labor, ete., before deciding 
on Caesarean section, and I think we will find 
out that the majority of these cases will either 
deliver themselves or can be delivered by a sim- 
ple low forceps. 

I do not want to give the impression that I 
feel that a high forceps operation is an easy 
one. To my mind it is the most difficult ob- 
stetrical procedure—and should never be at- 
tempted except by a well trained obstetrician. 
I am cognizant of the train of symptoms that 
often follows in the wake of this operation but 
I cannot help feeling that a live mother with all 
her untoward symptoms is a better result than 
a mother dead from peritonitis. 

I agree with McPherson that we are very apt 
to forget the possibilities of the baby as it ma- 
tures. When, however, I advocate high for- 
ceps, it is with the understanding that it be done 
only by one sufficiently trained to do this opera- 
tion. 

As to internal podalie version I feel that it 
should occupy a more important réle in present- 
day obstetrics and that certain cases being 
treated today by Caesarean or high forceps 
might better be treated by internal podalie ver- 
sion. I cannot agree with Potter of Buffalo, as 
to his ideas as to the efficacy of internal podalic 
version as almost a routine treatment, but I will 





take this opportunity to thank him for having 
taught me, by his writings, a far better and safer 
technique. 

I feel that it behooves every teacher of ob- 
stetries to point out to his classes the bad as 
well as the good in every operation. It behooves 
him to do his best to correct the rapidly grow- 
ing impression that Caesarean section is the 
panacea for all obstetrical ills. It behooves 
every one of us who is doing hospital work to 
remind our house officers that there are other 
ways to deliver patients than by Caesarean sec- 
tion; to remind them too that if we turn back 
to the ‘‘old fashioned obstetries’’ of a few years 
ago, ‘‘letting nature take its course,’’ that we 
may get better results for both mother and baby 
and quickly reduce our mortality. 

I agree with Findley’? who says: 

“Tf it is the business of our undergraduate 
medical schools to prepare students for the 
general practice of medicine, it follows that 
obstetrics should have a large place in the 
curriculum. In the general practice of med- 
icine obstetrics far exceeds that of general 
surgery in importance and is only second 
to that of internal medicine. Such should 
be the relative positions of these subjects in 
the curricula of our schools.” 


And with Mendenhall'* who says: 


“Our students are graduating with little 
worthwhile training in obstetric surgery. 
They are graduating with the feeling that 
they are able to do obstetric surgery. The 
teaching of operative obstetrics in the aver- 
age school at present is quite unsatisfactory 
and may often misguide and mislead the stu- 
dent as to the importance of a thorough 
training in obstetric surgery. Before we can 
properly teach operative obstetrics, we need 
more hours in the curriculum.” 


There is no doubt in my mind that the best 
and safest Caesarean operation is the so-called 
Laparotrachelotomy, the low cervical Caesarean 
section. Of all the various types I like the 
transverse cervical the best. Improvement as 
to both mortality and morbidity has followed 
in the wake of the extra-peritoneal transverse 
cervical Caesarean section—but even now there 
is danger and the operation should not be per- 
formed merely for expediency, but only when 
it is plainly apparent that any other procedure 
would be wrought with greater danger. 

I am neither too radical nor too conservative. 
I certainly do not agree with Hirsch, who advo- 
cates the extending of the field of indications 
for Caesarean, neither do I feel that Caesarean 
section does not occupy a very important place 
in operative obstetrics. I am trying to walk in 
the middle of the road—doing a Caesarean only 
when I feel it is necessary. 

There may be some here who are disappointed 
because I have said nothing about surgeons who 
are not obstetrically trained, doing Caesarean 
sections because of their inability to handle an 
obstetrical problem in any other way. I take 


this stand intentionally and will close my paper 
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by reading an excerpt from an article by N. 


Davis'*, who states: 


“That in the city of Houston from 1923 to 
1926 there were 107 Caesarean sections done 
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at two hospitals. The patients came from Previous Section 2 1 3 
the private practice of general practitioners, Flat Pelvis and 
general surgeons and obstetricians of the Head Floating 1 
city. The mortality in these operations was Flat Pelvis 2 ‘4 9 4 6 5 
14.4%. Asmall group composed of physicians Placenta Previa 1 1 4 5 5 
specializing in obstetrics and of surgeons Premature Separation 3 3 1 4 3 2 
closely associated with them, performed 56 Previous Section 6 o7, 20> Ih 27 22 
consecutive Caesarean sections with a mor- Previous Plastic 2 1 4 
tality of 1.8%. Fifty-one of the 107 patients Eclampsia 1 1 
were operated on by a group of recognized Toxemia 
surgeons and physicians in general practice, Floating Head 1 3 2 3 
with a mortality of about 33%.” Promontory 1 1 1 2 
BOSTON CITY HOSPITAL ANNUAL OBSTETRICAL REPORTS 
1920-1929 
Type of Delivery 1920 1921 1922 1923 1924 1925 1926 1927 1928 1929 
Normal §- 261 «415 «= 485 524 720 341 481 763 1078 1015 
High Forcep 8 15 12 13 14 12 16 32 8 9 
Mid Forcep 21 27 37 39 27 16 37 35 33 45 
Low Forcep 65 29 42 31 20 28 48 85 164 320 
Breech Extraction 21 36 12 56 16 11 11 46 40 43 
Single Footling 11 1 p | 
Double Footling 5 17 8 9 7 40 21 
Version 9 18 19 50 25 20 28 36 26 26 
Caesarean Abd. 15 22 19 19 23 19 23 48 44 46 
Caesarean Vag. 1 7 3 1 
Destructive 2 2 2 2 
Total Number 400 565 652 737 886 486 653 1053 1404 1550 
Maternal Mortality 
Total Number = 14 21 14 20 11 9 14 9 8 
2.5% 3.2% 1.9% 2.3% 2.3% 1.4% 13% 08+% 054% 
BOSTON CITY HOSPITAL STATISTICS Justo-Minor Pelvis 1 2 5 
Placenta Praevia 9 3 3 3 1 a ee 1 
Premature Separation 1 4 2 1 revtees henaber 1 9 
Meconium i 1 1 4 3 2 Rigid C Zs 1 1 7 
Twins 5 2 2 8 6 10 elle Mine 
: = * Hydrocephalus i 2 
Prolapsed Cord Z 1 5 4 12 6 Bleeding 1 » 
— -- ee 1 | Elderly Primipara ;+ ££ & 8 4 
REpeee 2 = > | Brow Presentation 1 
Inertia 1 3 1 2 1 2 | Charee 1 
Floating Head 2 2 1 1 Large Baby 1 1 1 
Transverse Cardiac 
Presentation 1 2 1 2 1 2 Contraction Ring 1 1 
Cardiac iL gS 1 Lordesis 1 
Poor Foetal Heart Toxic Psychosis 1 
‘ ; 
wan 1 1 : ; 1 | attempts at delivery 
ge —— “ 3 ” from below 1 
No cause given "  __  _* | Acute abdomen—fol- 
: -_ i: we , lowing cystoscopy 
Total Number 25 20 28 36 26 = 26 question of rup- 
Total Number Deliveries tured bladder i 
for Year 886 486 653 1053 1404 1550 | Ruptured uterus 1 
Total Number ze 8 32 48 44 46 
Cause for High Forcep an 
(1) L otal Number Deliveries 
; on hoe for Year 886 486 653 1053 1404 1550 


(2) Promontory 
(3) Contraction Ring 
(4) Eclampsia 


No possible listing for causes available 
1924 1925 1926 1927 1928 1929 


Total Number 14 
Total Number Deliveries 
for Year 
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DISCUSSION 


Dr. CHarues J. KickHAM, Brookline: May I 
first congratulate Dr. Good upon a most com- 
prehensive paper. I think that the Society or 
this Section of the Society should be grateful 
to him for bringing to us the positive statistics 
which show so many things of importance in ob- 
stetrics and also the latest opinions of some of 
the best men in the country that we could not 
have obtained in a medical journal for several 
months. He must have spent much time on the 
paper and he deserves congratulations. 

[ think it is a difficult paper to discuss be- 
cause he has covered the ground so thoroughly. 
As I grasp the nub of his paper and his quota- 
tions, it is. that all of us now use more conserva- 
tive measures in handling our obstetrical cases. 
As I looked over these figures and listened to his 
paper, I felt that there is no doubt that there has 
been a diminution in the obstetrical operations 
done at his hospital and I am sure done in 
most hospitals today. 

That brings us, as I see it, back a great step 
toward the conservative obstetrics done twenty- 
five or thirty vears ago before surgery was made 
possibly a little too safe. The older physicians 
let their patients go into labor for a fairly long 
time and frequently a very easy delivery was 
effected. With the ‘advent of operative measures, 
I wonder if we do not rush in a little bit too soon 
and sometimes get bad results. 

There is no question in my mind that every- 
body chooses the best operation that he consid- 
ers best adapted to the individual case, but we 
may err, possibly, in not giving the patient suffi- 
cient time to push the baby lower in the canal; 
in other words, hurrying. I think another point 
is, that when we are worried and there comes a 
question as to what to do, some naturally call in 
the consultant who is closest to them, who very 
often is a general surgeon and not obstetrically 
trained. That is no condemnation of the gen- 
eral surgeon, but not having been obstetrically 
trained he may naturally choose a more serious 
operative measure than the man who has had 
obstetrical experience and has seen many cases 
advance to low or mid forceps, that for the 
moment appear like either high forceps or ab- 
dominal section cases. 

Hence, if there is anything I ean discuss in 
Dr. Good’s paper that I consider of importance, 
it is that we conform to his plea, as I grasp it, 
to use very conservative obstetrics and only em- 
ploy any type of operative measure when we are 
reasonably and honestly convinced that the pa- 
tient will not deliver herself, 

On the question of Caesarean section, I have 
very strong views. I have been opposed to this 





procedure for years unless it was absolutely nee- 
essary for the safety of the mother and child. 
I think if every man prior to doing a Caesarean 
will only gauge in his own mind the mortality 
that is present in practically any series of cases 
and the morbidity afterwards, he will go slowly. 

Frequently the patient thinks if she has a 
Caesarean, she will not have any pain and every- 
body knows that very frequently the gas pains 
and so forth, afterwards, are about as severe as 
the labor pains they might have had for several 
hours; also everybody knows that there is a 
definite percentage of mortality. Men will tell 
you they have done five, or sixty, or a hundred 
and fifty cases consecutively without a death 
and there is no question that they are telling the 
truth, but I am positively convineed if they 
continue long enough they will have the aver- 
age mortality, which is never lower than 114 per 
cent, I think. 

There is only one thing in which I disagree 
with Dr. Good and that is that he comes out 
very strongly, as I understand it, that any 
primiparous patient who has had a Caesarean 
should be Caesareanized again in a future preg- 
nancy. I cannot agree with that. I am of the 
opinion that a patient, even though she had a 
prior Caesarean, should be given a test of labor, 
unless there is an absolute indication like a 
deformed pelvis. That a patient should have a 
test of labor before having a second Caesarean, 
but that patient should be under more strict 
observation during the last several weeks of 
pregnaney and at the beginning and during her 
entire period of labor, than the woman who has 
never had a Caesarean operation. 

I feel that if a ease, that has been done for 
some relative indication like eclampsia where 
there is no pelvie deformity, can be kept under 
strict observation, given a test of labor, the 
foetus will frequently descend into the pelvis 
and the result will be a low forceps or possibly 
even a normal delivery. 

I have delivered fifteen women since they were 
Caesareanized, with perfect safety. One I did 
twice, with normal babies. I feel that onee a 
Caesarean is not necessarily always a Caesarean. 
That dictum I feel is wrone. 

There is nothing else in Dr. Good’s paper 
with which I feel I cannot agree and I congrat- 
ulate him again. It was most interesting and I 
am sure most instructive to all of us. 


Dr. JoseEpH W. O’ConNor, Worcester: Mr. 
Chairman and Fellows—After listening to Dr. 
Good’s excellent paper and Dr. Kickham’s ex- 
cellent discussion, there seems little left for me 
to say. Dr. Good has done his usual thorough 


job and has gone over the situation so completely 
that there seems almost nothing I can add to the 
discussion which has already taken place. I 
should like to say, however, that as I listened to 
Dr. Good’s paper, I felt that there were certain 
things into which he did not enter quite deeply 
enough. 
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First I wish he might have explained to us 
how one may improve in the technic of the high 
forceps operation and of internal podaliec version 
in view of the small amount of material which 
is suitable for these operations. On looking 
through the literature of obstetrics and gyne- 
cology one is amazed at the small number of 
articles which actually deal with high forceps 
as an operation of obstetrical importance, while, 
with the possible exception of the writings of 
Potter, very little has recently been written on 
the technic and application of version. It does 
not appear to me to be quite so easy to select 
these two procedures as opposed to Caesarean 
section when the field of obstetrical surgery 
seems to be overrun, as at the present time, by 
writers on the latter operation. 


Another point which oceurs to me is that Dr. 
Good and Dr. Kickham represent to us who are 
provincial a cross-section of the best obstetrical 
thought in Massachusetts. Coming from the 
highest medical center in our state, surrounded 
by medical schools and up-to-date hospitals, I 
wonder how their problems and the management 
of them compare with the problems with which 
those of us from smaller cities and less distin- 
cuished obstetrical clinics have to deal. For ex- 
ample, if I may be pardoned for a personal ref- 
erence, I would like to cite the general problem 
we face at The Memorial Hospital in Worcester. 
There are two hospitals in Worcester which 
freely accept obstetrical cases in what might be 
ealled a ‘‘eonsulting’’ sense. The City Hospital 
particularly supplies the needs of one com- 
munity, the city proper. The Memorial Hospital 
on the other hand serves the needs of a larger 
community,—Woreester County. Within a ra- 
dius of thirty miles of Worcester there is a pop- 
ulation of 450,000, 250,000 of whom are in the 
“‘towns’’. There are few specially trained ob- 
stetricians in the country towns of any state,— 
that is to say men with particular training in 
Caesarean section, version or forceps. Many 
communities, however, have excellent general 
surgeons capable of doing Caesarean sections. I 
think this accounts for so many Caesarean sec- 
tions, especially by general surgeons, when 
under other circumstances, in well-equipped 
maternity hospitals, a version, or a high or a 
mid forceps would be the operation of choice. 

In the last year there were delivered at our 
hospital 644 cases. There were 41 Caesarean sec- 
tions. That is a fair cross-section of the obstet- 
rical work so far as the incidence of Caesarean 
Section is concerned for the past ten years. 
Many of the cases which come to us are cases in 
which attempts at delivery have been made be- 
fore the entrance of the patients to the hospital. 
We have a large number of toxemics, chronic 
nephrities, and eclampties. A fairly large per- 
centage of cases are sent in for antepartum 
hemorrhage. 

_ The facilities of a hospital frequently enter 
into the incidence of Caesarean section. It is 


often much easier, outside of the great metro- 
politan centers, to do Caesarean section and I 
daresay probably safer to do it with the facili- 
ties at hand and the assistance one is likely to 
receive, than to attempt a high forceps or a ver- 
sion. I think these factors ought to be consid- 
ered before we seriously condemn the high in- 
cidence of Caesarean section that now confronts 
us. I hold no brief for Caesarean section. As 
for myself I am frank in stating that I too per- 
haps have probably been guilty of needless 
Caesarean sections. I feel, as I believe Dr. Good 
does, that as time mellows us a bit we become 
rather more conservative. It seems to be one 
of the growing tendencies of the present day to 
go back to that golden era of obstetrics when 
very few did Caesareans; when we all struggled 
fretfully with high forceps deliveries and ver- 
sions and when the skillful manipulation of high 
instruments or the turning of babies in utero 
was an art in which the great obstetricians justly 
prided themselves. 

I think Dr. Good has done us a great favor in 
ealling our attention so thoroughly, carefully, 
and albeit in such a kindly manner, to the im- 
portance of reducing our incidence of operative 
obstetrics, especially in the matter of Caesarean 
section. 

I disagree, although not in toto, with Dr. Kick- 
ham regarding his attitude toward the dictum 
‘‘onee a Caesarean always a Caesarean’’. My 
personal experience, within the last four months, 
with three ruptured uteri following Caesarean 
section has done much to discourage in me any 
tendency to let patients who have had Caesarean 
sections go into labor. 


Dr. Buancue L. Atwoop, Boston: Mr. Chair- 
man, Dr. Good, Members of the Section—I have 
been very much interested in hearing Dr. Good’s 
most interesting paper and also in hearing the 
statistics from the Obstetrical Service of the 
Boston City Hospital. As the type of patient 
we have to deal with at the New England Hos- 
pital for Women and Children varies considera- 
bly from that of patients at the Boston City Hos- 
pital, this probably accounts for a difference in 
our figures. In looking over the records of the 
hospital for the past thirty years, I found that in 
the past ten years we have been doing three 
times as many operative deliveries as in the 
same periods previous, but in spite of this large 
increase of operative deliveries, our mortality 
had increased only from 0.3 per cent to 0.4 per 
cent. 

It was also interesting to note that during 
these three ten-year periods the ratio of high 
foreep deliveries had remained stationary, being 
one in sixty-six cases, while the number of ver- 
sions had increased two and one-half times, and 
the Caesareans four and one-half times. 

Although we have many definite indications 
for a pelvic or Caesarean delivery, the decision 
in each individual case is at times very difficult, 





for in relatively contracted pelves it is impos- 

















































separ 
Ae. 


ee See 


Ee wy 


corpora one 


\ 
i 











br: 
a 
u 
ay 
4. 
Ht 
us 
A! 
itl 
iH 
is 
i 
iz 
ta 
ae 
: 
h 
y 
‘A 
a 


(i 
i 
ia 
i 





350 


M. M. S.—SECTION OF OBSTETRICS AND GYNECOLOGY—DISCUSSION 





N. E. J. of M. 
August 21, 1930 





sible to judge the type of delivery without a test 
of labor, and as there is with a Caesarean deliv- 
ery definite mortality risk for the mother, not 
only for that labor but subsequent labors, I 
feel very strongly that a test of labor should be 
allowed on all cephalic presentations, which with 
the introduction of the low cervical Caesarean 
can be tried with a moderate degree of safety, 
and I believe minimizes the operative deliveries 
and the mortality for mother and child. 

Of course, there is no question that there is 
a definite place in obstetrics for high foreep 
deliveries, but I should like to add to Dr. Me- 
Pherson’s statement ‘‘that the attitude of mind 
in regard to these operations has for its funda- 
mental basis the question of getting a living 
baby and an uninjured mother,’’ also the ques- 
tion of an uninjured baby. By this, I mean not 
only the immediate injury but the after results 
of slight intracranial hemorrhages, for we have 
all had eases of apparent intracranial irritation 
at birth, in the recovery of which we prided our- 
selves, and these cases seen in later years have 
shown definite stigmata of brain or spinal cord 
injury, an important point to be remembered in 
deciding the type of delivery in the interest of 
both mother and child. 

I thank you! 


Dr. STEPHEN RusuMore, Boston: Wembers of 
the Section—I want first to express my appre- 
ciation of the very interesting and comprehen- 
sive paper by Dr. Good, and second to eall at- 
tention to a point upon which he did not dwell 
which is brought out in the figures. 

[ appreciate the difficulty of drawing satis- 
factory conclusions from what are called gross 
statistics such as are presented in these tables. 
Dr. Good reported the views of a number of 
prominent obstetricians who hold that Caesarean 
section is on the increase and is done too fre- 
quently. 

The point to which T should like to call at- 
tention is that the statistics of the Boston City 
Hospital confirm this view; that is. going back 
five vears from 1929, we have a group here of 
three years in which the abdominal Caesarean 
sections were 19, 19, and 23, and comparing the 
number of Caesarean sections with the total 
cases of this period of three vears and for 1929 
we see that there has actually been an increase 
in abdominal Caesarean sections for the year 
1929 over those three vears of five years ago. 
That is only one year against a period of three 
years. I could go back to 1920 and get quite a 
different figure, but there is this widespread 
impression that obstetrics is not only surgical, 
which some doubt, but that it involves surgical 
risks, to which I think we ought all to agree. 

There is a tremendous number of inereases in 
operative procedure, comparing low forceps, if 
one regards that as an operative procedure, 300 
out of 1500, about 20 per cent. of all deliveries 
in 1929 are low forceps. Looking back to the 





year 1924 only 20 out of 886. That leaves some- 
thing, of course, to be explained, but the im- 
pression is widespread that there is too much 
operating in obstetrics and while this does not 
prove it, it suggests that the impression may be 
well founded. 


Dr. Gooo: Mr. Chairman—First let me say 
something about Dr. Kickham’s eriticism of 
‘‘onece a Caesarean not always a Caesarean,”’ in 
so far as primiparous cases are concerned. My 
original manuscript had in parentheses, the 
idea being to be a bit facetious, that I did not 
think that a patient who had had a primiparous 
Caesarean section should ever be delivered in 
any other way but Caesarean section, and then 
in parentheses I said ‘‘except those eases that 
deliver themselves so quickly that we ean’t get 
the operating room ready quickly enough to do 
the Caesarean.’ 

In reading my paper over, it occurred to me 
that whereas in speaking or reading the paper 
I could positively convey that impression of 
facetiousness, perhaps when this article was 
published, if it is to be published, it might 
cause some little misunderstanding. 

I have had a few patients who were delivered 
as primiparae by Caesarean section deliver 
themselves from below in subsequent pregnan- 
cies. They were patients, however, who had 
the head already in the pelvis, if not on the pel- 
vie floor, before labor started. They were 
patients with vertex presentation and oeeciput 
to the left and anterior position; in other words, 
the picture was ideal. I felt that if any patient 
could deliver herself from below, that was the 
particular type of patient who would. I have 
yet, to the best of my knowledge, to deliver such 
a patient at home. I would insist on every pa- 
tient who has ever had a Caesarean section 
being delivered in subsequent pregnancies at a 
hospital. 

I have seen more than one rupture of the 
uterus, said rupture, I think, being due to the 
fact that the patient who had had a Caesarean 
section as a primipara was allowed to go into la- 
bor; so, I certainly will not disagree with the 
views of Dr. Kickham, but will say that I would 
not be so much inclined to allow the patient who 
had in her primiparous delivery been delivered 
by Caesarean, to deliver herself, as I would a 
multipara. As I said in my article, a multipara 
who has had a delivery by Caesarean, may de- 
liver herself from below in subsequent preg- 
nancies. 

As to Dr. O’Connor’s questions, wanting to 
know how the technic of high foreeps and in- 
ternal podalic version can be improved upon 
with so few cases from which to choose, let me 
say that that carries us right back to the con- 
clusion of my paper, where I say I think it is 
up to us to start in the medical school, to con- 
tinue with our internes, and to preach the doc- 
trine of attempting to improve one’s technic as 
one continues. 
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I certainly appreciate Dr. O’Connor’s view- 
point, about the difficulties that confront the 
obstetrician in a district which is more rural 
than urban, but I am of the opinion that the 
same improvement can take place in rural dis- 
tricts as will take place, I hope, in urban dis- 
tricts, and that it is the duty of every one of 
us to allow as many cases as possible to deliver 
themselves from below rather than by Caesa- 
rean section. 

I would not want Dr. O’Connor, nor would I 
want anyone else here, to think that I would 
advocate one who had never done a high forceps 
or an internal podalie version, making up his 
mind that that was perhaps the best way to 
deliver any particular type of case. 

To Dr. Atwood I want to extend my heartiest 
congratulations for the wonderful work that 
she and her associates are doing at the New Eng- 
land Hospital. 

To Dr. Rushmore I will state that our increase 
in the number of Caesarean sections from vear 
to year is due, of course, to our large number of 
repeated Caesarean sections. As I pointed out in 
my article, in the year 1929, 21 of the 46 were 
repeated Caesareans, which reduces the number 
of primary Caesareans to 25 in the series of 
1550 cases, 25 cases as compared with 15 in the 
series of 400 cases. 

As to the increase in the number of low for- 
ceps cases, I will say that I am a great believer 





in the prophylactic forceps, so-called, and that I 
feel it behooves every one of us, if we can, to 
deliver our patients by low forceps in order 
that we may cut down the duration of the see- 
ond stage, bearing in mind that much good will 
come by performing an episiotomy as part of 
the low forceps routine. 

I want to thank sincerely everyone who has 
discussed my paper. 


CHAIRMAN PHANEUF: I am sure we are very 
grateful to Dr. Dannreuther for coming from 
New York to Plymouth to talk to us on ‘‘Some 
Useful Office Procedures in Gynecological 
Therapy.’’ Dr. Dannreuther is Director of the 
Department of Gynecology in the New Yor" 
Post-Graduate Medical School and Hospital, ane 
has had a very wide experience in teaching 
evnecology to postgraduate physicians. Wha: 
he has to present is as useful to the general 
practitioner as to the specialist. It gives me 
ereat pleasure to introduce Dr. Walter T. Dann- 
reuther. 


Dr. Water T. DANNREUTHER, New York: 
Mr. Chairman and Members of the Massachusetts 
Medical Society—While I have no desire to make 
any bromidiec remarks, I would seem unappre- 
ciative of the honor you have conferred upon me 
and the institution I represent, if I failed to 
express my thanks for your invitation to appear 
before this distinguished Society. 


SOME USEFUL OFFICE PROCEDURES IN 
GYNECOLOGICAL THERAPY* 


BY WALTER T. DANNREUTHER, M.D.t 


URING the year 1929, 25,292 visits were 

made to the gynecological clinie of the New 
York Post-Graduate Medical School and Hospi- 
tal. This number included 3,180 new patients, 
of whom slightly less than 8 per cent. were sub- 
jected to operation. These statistics justify so 
trite a subject for discussion as that assigned 
me by your Chairman. It becomes evident that 
most gynecological ailments do not require op- 
eration, and are amenable to palliative measures, 
and that conservative therapy is successful in 
effecting symptomatic relief in the majority of 
instances. It seems logical to assume that if 
non-operative treatment failed of its curative 
purposes, no clinic could maintain such a high 
level of re-visits. Patients who are not benefited 
by the treatment of one physician or institution 
soon seek the services of another. The ability 
to perform pelvie operations is of minor impor- 
tance, as compared with skillful differential diag- 
nosis and expertness in applying non-operative 
therapy. It is more creditable to the physician, 


*From the Department of Gynecology, New York Post-Gradu- 
ate Medical School and Hospital. 

Read before the Section of Obstetrics and Gynecology, Massa- 
chusetts Medical Society, Plymouth, Mass., June 17-18, 1930. 

+Dannreuther—Professor of Gynecology and Director of the 
Department, New York Post-Graduate Medical School and Hos- 
pital. For record and address of author see ‘‘This Week’s Is- 
sue’, page 376. 








and certainly to the patient’s advantage, if 
symptoms are relieved by office treatment rather 
than by hysterectomy. In view of the limited 
time at my disposal, I can submit for your con- 
sideration the application of only a few of the 
more useful therapeutic agents. Satisfactory re- 
sults from their employment are of course con- 
tingent upon exact diagnosis and the selection 
of suitable cases. 

VAGINAL APPLICATIONS: A Kelly endo- 
scope, utilized as a vaginal speculum, is a con- 
venient device for the treatment of gonorrhoeal 
vaginitis in children. Although occasionally a 
hymen will be found so constricted that prelim- 
inary cocainization and incision will be neces- 
sary, as a rule the instrument passes the hymen 
easily and the mucous membrane can be scrubbed 
with mercurochrome-220, a silver salt, or other 
suitable medicament, without pain. 

The most useful type of speculum for examin- 
ing the vaginal walls and making applications 
thereto in the adult is the Ferguson, a plain 
cylindrical tube. After insertion to its full ex- 
tent, the vaginal walls are nicely exposed as it is 
slowly withdrawn. A medicated fluid may be 
poured in, and the medicament will follow the 
inner end as the instrument comes out, thereby 
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bathing the mucous surfaces. The irritation of 
senile vaginitis is quickly relieved by drying 
the vagina, scrubbing with pyroligneous acid, 
and packing with a cotton tampon and Lasser’s 
paste. 

The discharge, irritation, and pruritus inci- 
dental to infection with the trichomonas vagi- 
nalis are eliminated by scrubbing the vagina 
with green soap, irrigating with 1-5000 oxyeyan- 
ide of mereury, drying, and bathing the mucous 
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FIG. 1. Vaginal medicaments through the 


Ferguson Speculum. 


application of 


surface with 10 per cent. mercurochrome-220. 
Douches of bichloride of mereury are also of 
value in these cases. 

The Ferguson speculum is well adapted to 
carrying out the Gellhorn treatment of advanced 
or recurrent cervical carcinoma. This consists 
of lubricating the speculum with a heavy coat of 
vaseline, placing the patient in the Trendelen- 
burg position, gently curetting easily detached 
tissue masses, and pouring one ounce of ace- 
tone into the speculum, being careful that the 
acetone does not come in contact with the vaginal 
mucosa. After 20 minutes, the acetone is re- 
moved with cotton pledgets ‘and the vagina 
packed with iodoform gauze. Many of these pa- 
tients can be kept free from bleeding and mal- 
odorous discharge by repeating this treatment 
occasionally, and the generous use of a dusting 
powder of equal parts of chareoal and iodoform. 

CERVICAL APPLICATIONS: Topical ap- 
plications to the portio of the cervix are service- 
able as a diagnostic aid, but almost useless as a 
therapeutic procedure. The squamous epithe- 
lium of the intact portio takes the stain of io- 
dine; the proliferated cells of an extensive ero- 
sion do not. Hence, when an eroded or ulcerated 
area is visible on the cervix, it should be painted 
with tincture of iodine. If it takes the stain, 
stimulating chemicals will effect a cure; if it 
does not, such applications are futile and the 
surface must be cauterized. The chief virtue of 
the time-honored silver nitrate solutions lies in 
their promotion of squamous epithelial regenera- 
tion, and their clinical exhibition should be re- 
stricted to those lesions which take the iodine 
stain. When an ulcerated area bleeds, it may be 
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touched with 10 per cent. copper sulphate. Ma. 
lignant tissue will continue to bleed, notwith. 
standing the astringent, whereas the bleedin: 
will cease if the lesion is benign. Although th 
diagnostic test is useful, it should never sup: 
sede the microscopic examination of a bioy 
specimen in suspicious cases. 

The wire tip cautery, surgical diathermy, ana 
tracheloplasty have practically supplanted the 
local application of medicaments in the treat- 
ment of endocervicitis. No longer is the leukor. 
rhoea emanating from infected glands of the 
cervical canal a nemesis to the general practi. 
tioner and a nuisance to the specialist. If, how- 
ever, chemical agents are to be relied upon for 
the eradication of infection, one endowed with 
the power of tissue penetration should be se. 
lected. Dr. Adolph Jacoby, in charge of ene ¢ 
the clinics on my service, frees the cervical can 
of secretion, packs it with a small gauze str: 
soaked in 2 per cent. mercurochrome-220, injec 
a few drops of the same solution directly int 
the structures of the portio with a dental hypo- 
dermie syringe, and fills the vagina with iodc 
form gauze. All the gauze is left in situ f 





FIG. 2. Packing the cervical canal with a narrow gauze strip 
soaked in 2 per cent. mercurochrome and the vagina with iodo- 
form gauze. 


48 hours, and then removed and replaced. The 
results from this method have been gratifying 
in a large series of cases. 
INTRACERVICAL GALVANISM: The neg- 
ative pole of the galvanic current, applied to the 
uterine muscle covered with a mucous surface, 
promotes glandular secretion, relaxes muscle 
fibres, and stimulates circulatory activity. I 
have utilized it for many years in the treatment 
of cervical stenosis, anteflexion, and uterine 
hypoplasia. The negative pole is connected to 
a copper cervical electrode with a long insulated 
shaft, and the positive pole to a felt covered 
flat electrode placed over the suprapubic region. 
Using 6 to 12 milliamperes of current and in- 
creasing the size of the electrodes from time to 
time, the cervix can be gradually and painlessly 
dilated without trauma. There is nothing that 
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can be accomplished by forcible dilatation under 
anesthesia and stem pessaries that cannot be 
done aS well and with more permanent results 
in this way. Obstructive dysmenorrhoea and 
amenorrhoea due to stenosis and hypoplasia are 
relieved promptly, particularly when coexisting 
endocrine dysfunction is corrected with appro- 
priate organotherapy. 

CAUTERIZATION OF THE CERVIX: All 
cervical lesions should have immediate attention 


Sage 








iG. 3. Insulated copper electrode for cervical dilatation 
with the galvanic current. 
because of the vicious circle whereby a simple 
pathologie condition may be converted into a 
serious one if neglected. For most cases of cer- 
vical erosion, ectropion, and Nabothian cysts, 
cauterization suffices. A small wire tip should 
be selected and applied superficially, after rid- 
ding the field of excessive mucus. In eases of 
ectropion, three or four strokes are made on both 
the anterior and posterior lips. It will usually 
be necessary to repeat the cauterization at two- 
week intervals a few times, and healing will not 
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FIG. 4. Gradual and painless dilatation of the cervix with 
the galvanic current. 
be complete for several weeks. If Nabothian 
evsts are present, they may be simultaneously 
punctured and sterilized by plunging the cautery 
tip directly into them. When the entire portio 
is involved, the cautery strokes should radiate 
from the external os. Cases that resist cauteriza- 
tion and those that are complicated by obstinate 
infection of the endocervical glands can be satis- 
factorily treated with surgical diathermy. 





SURGICAL DIATHERMY: By employing 
an electrical high wave frequency with unusual 
power for cutting its way through tissues, small 
areas of diseased tissue are cleanly excised. 
After painstaking clinical studies of a large 
number of patients, in the clinic on my serv- 
ice in charge of Dr. Mortimer N. Hyams, we are 
convinced that surgical diathermy is an ideal 
method of treatment for vulvar condylomata, 
urethral caruncles, Skene’s gland infections, and 
the diseased endocervix. Dr. Hyams has devised 
an instrument whereby the entire endocervical 
mucosa and glandular structures can be coned 
out, with minimum destruction of uninvolved 
tissue, preservation of the musculature, and 
without subsequent bleeding. It consists of a 
platinum-iridium wire attached to a silicon tube 
11% inches long, on an insulated shaft. Wires 





pos 











FIG. 5. Hyams’ surgical diathermy electrode for coning out 
diseased endocervix. 
of various shapes have been constructed to facili- 
tate the removal of tissue from angles and cor- 
ners and to secure biopsy specimens. After 
freeing the cervical canal of secretion with hy- 
drogen peroxide and drying, a pledget of cotton 
soaked in one dram of 35 per cent. cocaine solu- 
tion is packed into the cervical canal and left 
for 5 minutes. An indifferent electrode is placed 
on the moistened abdominal skin and held firmly 
in position. Starting just outside the external 
os with the current turned on, the instrument 
is passed slowly into the cervical canal to the 
internal os, and the mucous membrane cored out 
with a twist of the wrist. The procedure is pain- 
less and entails no loss of the patient’s occupa- 
tional time. 

MEDICAL DIATHERMY: The projection 
and concentration of relatively low degrees of 
heat in diseased areas of the pelvis are well ac- 
complished by means of medical diathermy. The 
discomfort arising from adnexitis, parametritis, 
and pelvic adhesions is quickly relieved. We 
have satisfied ourselves, however, that this meth- 
od of treatment cannot destroy pyogenic micro- 
Organisms in the deep cervical crypts, cure 
gonorrhoeal endocervicitis, and restore a diseased 
cervix to normal. I would also utter a word of 
caution concerning its use in the presence of ac- 
tive or latent tubal infection. I have had to op- 
erate twice for a fulminating pelvic peritonitis, 
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excited in patients in whom the salpingitis had 
been overlooked. 

VAGINAL PACKING: Cotton and _ wool 
tampons, impregnated with either plain or med- 
ieated gauze, still enjoy wide popularity despite 
their obvious inefficiency. Pelvic depletion can 
be stimulated much better by means of strip 
cvauze, because of its eapillarity. One ounce of 
vlycerine is poured into the vaginal vault 
through a speculum and the vagina packed with 





a strip of 2 inch gauze bandage. Subsequent 
FIG. 6. Vagina packed with glycerine and strip gauze to 


promote pelvic depletion. 


drainage continues for several hours, and is so 
free that the patient will have to wear a vulvar 
pad. This treatment may be combined with med- 
ical diathermy to advantage, and the number of 
backaches relieved by these measures, despite 
the persistence of a retrodisplacement, is re- 
markable. Vaginal packing, supplemented with 
frequent copious hot saline douches, is particu- 
larly efficacious in cases of posterior parametri- 
tis (inflammatory products in the utero-sacral 
ligaments). 

PESSARIES: The Gehrung pessary for 
cystocele, the cup pessary for prolapse, and other 
special contrivances are suited to exceptional 
cases only, and are merely poor substitutes for 
the operative correction of serious anatomical 
defects. 

Stem pessaries are designed to maintain cer- 
vical dilatation. In occasional cases in which 
repeated office treatments seem undesirable be- 
cause of the patient’s youth and virginity, forei- 
ble dilatation and the introduction of a stem are 
of some therapeutic value. In general, however, 
it is unwise to irritate the cervical canal by the 
prolonged contact of a foreign body, especially 
when the same result can be achieved more easily 
and without trauma with the galvanic current. 

Pessaries adapted to the treatment of retro- 
displacements of the uterus are of great value, 
but unfortunately are often misused, misfitted, 
and misapplied, to the distress of the patient and 
the dissatisfaction of the physician. They prom- 
ise no hope of permanent cure unless applied 
within six months of the occurrence of the dis- 
placement. In eases of long standing, the pa- 
tient experiences relief only so long as the pes- 
sary is worn. Incidentally, it also serves the 
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purpose of demonstrating that maintenance of 
the normal uterine position will cure the pa- 
tient’s symptoms. The purpose of a pessary is 
not to correct a retrodisplacement, but to main- 
tain proper uterine poise after the uterus has 
been replaced in its normal position by the physi- 
cian. The following prerequisites are essential 
for the application of a pessary: Bladder 
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The proper type and seve must be selected for 


ea idiviclual case 


FIG. 7. Types of pessaries used in the treatment of uterine 
retroversion., 
empty, uterus replaceable, uterus replaced, no 
extensive uterine prolapse or cystocele, and pre- 
liminary estimation of the size and configura- 
tion of the vagina. If inserted when the uterus 
is immobilized or inearcerated, it will serve no 
useful purpose and excite severe pain. Para- 
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FIG. 8. 


Smith pessary in situ. 


metrial and adnexal inflammations are also con- 
traindications. The Hodge, Smith, Thomas, and 
ring pessaries are well adapted to slightly dif- 
ferent conditions. Having replaced the uterus 
in its normal position, the pessary should be in- 
troduced obliquely, with all the pressure of the 
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operator’s fingers exerted posteriorly as the in- 
strument passes the introitus. It is then rotated 
to the transverse position and slid along the pal- 
mar surface of the fingers. The posterior bar 
must be pushed into the posterior vaginal fornix 
‘beneath the cervix, so that the anterior end will 
disappear behind the pubie arch. <A properly 
fitting pessary should not annoy the patient nor 
interfere with douching or coitus. It must be 
removed, cleansed, and replaced every six weeks. 

Limitation of time and the necessity for ab- 
breviation have precluded any reference to 
douches, urethral and intravesical treatment, 
hydrotherapy, irradiation, and organotherapy, 
all of which are important therapeutic measures. 
Every resource which will reduce the incidence 
of pelvie operations, preserve the woman’s child- 
bearing function, stabilize her psychological 
equilibrium, and contribute to her domestic hap- 
piness is worthy of attention. 


DiscussIon 


CHAIRMAN PHANEUF: I am sure we are grate- 
ful to Dr. Dannreuther for this interesting pres- 
entation of a very interesting subject. The dis- 
‘eussion of his paper will be opened by Dr. Frank 
A. Pemberton, of Boston, Instructor in Gyne- 
cology at Harvard Medical School. 


Dr. Frank <A. PEMBERTON, Boston: Mr. 
Chairman, Ladies and Gentlemen—Dr. Dann- 
reuther’s paper does not allow of much discus- 
sion on my part because I seem to agree with 
about everything he says. 

We feel that the use of a cautery has stopped 
the necessity of using caustic drugs entirely, 
so we treat those cases always with a cautery 
unless there is a great deal of eystic enlarge- 
ment of the glands, and there we amputate the 
cervix. 

We have not tried his method of coring out 
the cervical canal with diathermie wire. We 
fear that there might be some bleeding later. I 
suppose that there is not so much slough, how- 
ever, using the diathermy as there would be in 
coring it out with a cautery. Of course, the 
bleeding comes when the slough gives way. 

We also advise the use of gauze rather than 
woolen tampons for packing the vagina. It fits 
in better, holds the pelvie organs quieter, and 
is much better drainage material. 

We think pessaries are important during the 
childbearing age to keep the patient comfort- 
able while she is having her children and wait- 
ing to be operated on, until she had had all the 
children she wants. 

The therapeutic proof that an operation will 
cure the patient can be secured by putting in the 
pessary first. It is very important and worth 
while carying out. We do not feel that a pes- 
sary fits if the patient is aware of it. 

I can’t think of anything else that would be 
of interest. It has all been covered by Dr. Dann- 
reuther. 





Dr. Henry T. Hutcuins, Boston: Mr. Chair- 
man and Members—This Society is certainly to 
be congratulated on having a man of Dr. Dann- 
reuther’s standing willing to come here and 
speak to us on minor gynecological problems. I 
think sometimes we get pretty well fed up with 
tremendous operations, somebody digging out 
the largest fibroid they ever saw, or the extensive 
hysterectomies and prolapse and all of that and 
gradually we forget these very definite and im- 
portant treatment methods of which he has 
spoken today; and they are important; they are 
all in the line, of course, of therapeutic medicine, 
and I think that most of us let that side of things 
slip, and we use an occasional tampon and pos- 
sibly an occasional pessary, but do not employ 
many things that can be done to help the patient. 

The Society, I sav again, is to be congratu- 
lated in having Dr. Dannreuther come to tell 
us of these things. 


Dr. SamueL R. Meaker, Boston: Our spe- 
cialty is about seventy-five years old. It has 
passed through two eras, and is now in a third. 
The first was medical; the second was surgical ; 
and the third or present era is, or at least should 
be, a happy blending of medicine, surgery, and 
sociology. 

We still find a certain number of practitioners 
who rely too much upon the palliative measures 
of seventy-five years ago. There are still a con- 
siderable number who rely too much upon purely 
surgical therapeutics. It is particularly help- 
ful, therefore, to hear a presentation such as that 
to which we have just listened, showing us the 
proper uses and limitations of the less drastic 
therapeutic measures. I can add very little to 
what Dr. Dannreuther has said. 


As to douches, it seems to me that we ought to 
define clearly their proper employment. The 
ereat majority of douches taken by uninstrueted 
women are of the medicated antiseptic or the 
simple cleansing type, and women are unfortu- 
nately being aided and abetted in taking those 
douches by quack advertising which, under the 
seductive name of ‘‘feminine hygiene’’, suggests 
that they are necessary. The long hot douche is 
of distinct therapeutic value in selected cases. 
Other douches are in my opinion practically 
worthless. 

The cautery is a godsend, especially for cases 
of endocervicitis in women young enough still 
to bear children, in whom therefore more radical 
surgery is not desirable. 

I should like to endorse what other speakers 
have said about the value of the pessary as a 
therapeutic test. If every patient with a mov- 
able retrodisplacement were given this test, com- 
paratively few would come to operation. 

As to dilatation or relaxation of the cervix in 
the treatment of dysmenorrhoea, better results 
have been obtained in our hands by treating that 
complaint as a manifestation of a general con- 
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stitutional nervous imbalance, than by any|to make, and that is regarding coning out the 


method of local treatment. 

One therapeutic item which I think deserves 
mention is postural correction, and in particular 
the use of corsets for abdominal relaxation. I 
believe that we can cure many more backaches 
in women by proper postural exercise and the 
fitting of corsets than we can by any direct 
treatment of the pelvic organs. 

Another item of office treatment which should 
receive mention is therapeutic insufflation in 
carefully selected cases of sterility. When first 
the various tests of tubal patency were intro- 
dueed, we were surprised and gratified to find 
that a number of patients so handled became 
pregnant. With later work and more accurate 
scientific knowledge of the tubal factor in steril- 
ity, we have come to identify four distinct tubal 
conditions, one of which is partial obstruction. 
The partially obstructed tube is logically treated 
by therapeutic insufflation, which produces a 
demonstrable improvement in patency. I have 
had seventeen pregnancies resulting from this 
procedure. 





Dr. DANNREUTHER: I have only one comment 


cervical canal with surgical diathermy. I neg- 
lected to state that after coning out the diseased 
endocervix, the surface is brushed with the 


coagulating current, using about 50 milli- 
amperes. I presume that we have coned about 


four hundred cervices, and in only two eases: 
has there been any troublesome bleeding. Usu- 
ally there is nothing more than a spot or two of 
blood. 

I wish to thank the other gentlemen for their 
courteous diseussion of what I have had to say. 


CHAIRMAN PHANEUF: The next paper is by 
Dr. Clarence W. Sewall, of West Roxbury, <As- 
sistant Professor of Obstetrics, Boston Univer- 
sity School of Medicine. The paper is‘ entitled 
‘Some Problems Related to the Low Caesarean 
Section.’’ 


Dr. C. WESLEY SEWALL, West Roxbury: Mr. 
Chairman and Members of the Section—There 
is a slight difference in the title of my paper 
from that which has been announced, ‘‘Some 
Observations on the Present Status of Low 
Cervical Caesarean Section.”’ 





SOME OBSERVATIONS ON THE PRESENT STATUS OF 
LOW CERVICAL CAESAREAN SECTION* 


BY C. WESLEY 


UCH has been written on the subject of low’ 

cervical Caesarean to date but little has been 
said about the approach of this operation by the 
younger obstetricians. In the teaching of ob- 
stetries and in the instruction of young opera- 
tors, it has occurred to the writer that a brief 
résumé of its present status and a few observa- 
tions on its technique and common errors made 
by unfamiliar operators would be of material 
aid. 


Osiander of Goettingen’, in 1805, probably 
was the father of the modern low cervical op- 
eration. He recognized and established certain 
definite anatomical and pathological facts. His 
experience with rupture of the uterus taught him 
two basic factors of safety: first, rupture in the 
cervical segment resulted in a much smaller per- 
centage of peritoneal infection than rupture oc- 
curring in the upper uterine third or even the 
middle segment. The spill of amniotic fluid col- 
lected in the culdesae and did not invade the 
abdomen; second, hemorrhage in the lower seg- 
ment was definitely less. He opened the abdo- 
men below the umbilicus in the median line. 
With one hand in the vagina pushing up the 
presenting part until it bulged the lower ab- 
dominal wall, he incised the intervening ab- 


*Read before the Section of Obstetrics and Gynecology of the 
Massachusetts Medical Society at its Annual Meeting, June 17, 
1930 at Plymouth. 
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dominal wall and uterus until the head or pre- 
senting part popped through the wound; then 
completed the extraction of the foetus without 
delivery of the uterus outside the abdominal 
wall. Although his cases terminated in a fatal 
result (dying of peritonitis, shock and exhaus- 
tion from protracted labor), they bore out his 
observations. 

Just one hundred and one years later, in 1906, 
Fritz Frank? performed thirteen consecutive low 
cervical operations without a death. Frank used 
a transverse abdominal incision above the 
pubis, carrying it down through the parietal 
peritoneum. He then divided the uterine peri- © 
toneum transversely at the bladder reflection 
and sutured the upper edge of the uterine peri- 
toneum to the upper edge of the parietal perito- 
neum, thus closing off the abdominal cavity. The 
uterus was then divided transversely in the in- 
cised area and the foetus extracted. His suc- 
cess resulted in a much greater frequency of low 
abdominal section, but still with a general death 
rate above twenty per cent. The principles of 
infection as applied to Caesarean Section even 
at this late date were not clearly recognized. 
Frank’s operation was frequently performed on 
borderline infected cases and frank infections, 
with resultant soiling of peritoneum or leakage 
of infected material through the suture line, 
with peritonitis and death. 

From 1906 on* numerous modifications of the 
low operation were devised, some extraperitoneal 
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and others transperitoneal; some with longitud- 
inal incisions, others with transverse incisions. 

Tne next important step was the development 
-of a true extraperitoneal invasion of the uterus. 
The lower abdomen was incised down to the peri- 
toneum, the latter peeled from the bladder 
down over the uterine reflection somewhat later- 
ally, and the uterus opened in the denuded area. 
In infected cases the mortality, while somewhat 
lessened, still remained appallingly high because 
of lymphatic infection. Besides, this operation 
was technically exceedingly difficult to perform. 
There was a definite danger of tearing of the 
peritoneum during this difficult dissection, thus 
soiling the abdominal eavity. 

From this chaos two important entities have 
resulted. It has been established beyond doubt 
that the abdomen should not be opened in in- 
fected cases by any operation. Secondly, the 
modern low cervical operation has been devel- 
oped to a high degree of safety. 


INDICATIONS 


The indications for laparotrachelotomy are in 
general those of any Caesarean, but with addi- 
tional greater latitude. 

In the contracted pelvis, it is possible with this 
procedure to allow a more thorough trial of labor 
and still operate abdominally, if necessary, 
practically without risk. 

Vaginal examination, while always objection- 
abie in borderline contractions, does not offer 
the extreme hazard with the low operation as 
with intraperitoneal operations. Neglected cases 
or cases in advanced labor, without progress, 
showing some evidence of fatigue are frequently 
better solved by transperitoneal section than by 
vaginal delivery. 

Rupture of the membranes, unless infection is 
present or suspected, does not contraindicate low 
Caesarean. 

Placenta previa, rupture of the uterus, pelvic 
or uterine tumors, eclampsia and accidental 
detachment of the placenta are all easily and 
suecessfully handled by the low route. 

Local anesthesia, instead of general anesthesia, 
can be employed readily. It requires more time 
and in the majority of cases, because of traction 
on the lower uterine segment, some gas or ether 
is necessary during the extraction of the foetus 
and placenta. Delee* recommends the substitu- 
tion of novocaine infiltration in all cases. 


HELPFUL POINTS IN TECHNIQUE 


The technique of the operation has been de- 
scribed at length by various writers and needs 
but little time in this paper, but there are a few 
observations on technique to be made which no 
one has thought to mention and which will save 
much painful experience to unfamiliar oper- 
ators. 

After opening the abdomen and exposing the 
uterus, the separation of the bladder from the 
uterus at the gray seam is most easily and 





readily accomplished by a very shallow trans- 
verse incision. The peritoneum at this point is 
paper-thin and loosely attached to the uterus. 
Unless care is used in making the incision, some 
of the looser, outer layers of the uterine muscle 
will be-picked up with the peritoneum. As a 
consequence the strip will invade the muscle 
deeply and much bleeding from many points 
will delay closure of the flap after delivery. If 
bleeding points are left a hematoma under the 
bladder flap is likely to result. It is also quite 
possible to enter the uterus prematurely at this 
point following these shelving fibres, particu- 
larly if the lower segment has been thinned by 
considerable labor. Also a weak sear will result 
from undue thinness of the wall. If the perito- 
neum alone is divided the dissection is very easy, 
rapid and accompanied by little, if any, 
bleeding. 

Too often the flap is unnecessarily wide, ex- 
tending over on each side toward the broad 
ligaments and possibly traumatizing the large 
veins favoring the development of pelvic phle- 
bitis. Three inches in width is ample. 

Tearing of the thin upper portion of the strip 
is easily avoided by grasping the free edge with 
a broad ring clamp and using it for a retractor. 
This prevents shredding and allows a generous 
margin for overlapping at closure. 

Another caution is to keep well to the right, 
as there is almost always an axial rotation of the 
whole uterus to the right and unless some care 
is taken the dissection is likely to extend too far 
into the left broad ligament, with injury and 
hemorrhage resulting. It is not unusual to find 
the left broad ligament almost directly under a 
medial abdominal incision. 

The separation is carried down just over the 
bulge of the presenting part above the pubis, 
and here again is an admonition not to go too 
low in cases with protracted labor. With the 
latter condition there is often marked retrac- 
tion and thinning of the cervix. The bladder 
reflection on both abdominal wall and uterus 
is carried much higher than normal. In open- 
ing the abdomen in such eases it is easy to but- 
tonhole the bladder and in creating the bladder 
flap it is quite easy to dissect the bladder off 
the cervical margin and enter the vagina. 

Open the uterus longitudinally a short way 
in the upper portion of the denuded area with a 
knife and complete the incision with scissors. 
There may be much bleeding obscuring the field 
and it is therefore easier to cut down with scis- 
sors, proceeding by sense of touch with two 
fingers under the points of the scissors. A gen- 
erous incision carried well down in the pocket 
facilitates easy delivery of the head and ob- 
viates ugly tears of the lower angle of the 
wound. 

In cephalic presentations, the head may offer 
difficulty in delivery. When delivering it with 
foreeps there is freauently delay in securing 
an application with consequent handling and in- 
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trauterine respiratory efforts by the foetus. If 
the operator introduces his whole hand, palm up, 
below the head through a sufficiently large in- 
cision, while an assistant makes counter pres- 
sure on the fundus, the head is quickly and 
easily delivered with a minimum of trauma to 
the cranium. 

In closing the incision the use of a Lembert 
suture in the second row strengthens the wound 
and secures it against hemorrhage. It is never 
necessary, and is always undesirable, to even- 
trate the uterus when suturing. This act in- 
creases the infective risk and defeats one of the 
advantages of the operation. It allows descent 
of the bowel and possible contamination. 

In replacing the bladder flap, DeLee’, if the 
case is clean, merely approximates the perito- 
neum of the uterus and bladder; if infected, 
overlaps the edges carrying the vesical perito- 
neum higher up on the uterus. If the flap is 
overlapped, in a few hours the peritoneal 
surfaces adhere and definitely seal the operative 
field from intrauterine leakage. It would seem, 
therefore, a logical measure of safety to overlap 
all cases. 


ADVANTAGES OF THE OPERATION OVER 
HYSTEROTOMIES 


OTHER 


The maternal risk is materially lessened over 
other operative methods. In the Chicago Lying- 
In Hospital’ there were three hundred and 
thirty-eight cases with two deaths, giving a 
maternal mortality of .59%. In a series in the 
Robinson Memorial there were three hundred 
and forty-one cases with two deaths, giving a 
mortality of approximately .58%. The average 
mortality with the classical operation is around 
4, with the low cervieal about 1°¢. Incidence 
of peritonitis in the low is small. 

There are several factors which contribute to 
the sueeess of the operation. The operative field 
is practically in the pelvis and the lower ab- 
dominal cavity rather than the higher abdomen. 
The pelvie peritoneum nossesses a higher degree 
of resistanee to infection than the abdominal 
peritoneum and, since the spill occurs in the 
culdesae, there is a correspondingly decreased 
danger of peritonitis. Furthermore. to all 
practical purposes, the uterine wound is extra- 
peritoneal, being made under the bladder. When 
the bladder reflection is sutured back in an 
overlapped position, the uterine sutures are en- 
tirely covered and there is little, if any, possi- 
bility of intrauterine leakage into the peritoneal 
cavity. With the abdominal incision below the 
umbilicus, there is much less danger of contam- 
ination of gut, the latter seldom appearing in 
the operative field, if the uterus is not even- 
trated. The cervix is relatively non-contractile 
and is less vascular than the uterine body. 
Healing is, therefore. more rapid and complete 
and there is less loss of blood. There is also 


less danger of uterine rupture if another labor 





follows. There are only twenty-two cases in 
the known literature of rupture of the wound 
following.laparotrachelotomy®. Of these all were 
in active labor except three. Following the 
classical operation the percentage of rupture 
is from one to four per cent. and some occur 
during pregnancy without labor pains. Because 
there is little contact with bowel, postoperative 
adhesions are the exception rather than the rule. 


In comparison with the classical Caesarean 
practically the only disadvantage the low cer- 
vical Caesarean presents is the apparently 
greater number of intracranial hemorrhages of 
the newborn resulting therefrom. 

A few obstetricians and quite a number 
of pediatricians admit the increase of intra- 
cranial hemorrhage following laparotrachelot- 
omy. Wherein lies the etiological explanation? 

In these cases a definite hemorrhage commonly 
occurs; less frequently, a very severe edema of 
the brain is found at autopsy, the so-called wet 
brain, the latter assuming almost a gelatinous 
state. 

Possibly the explanation lies in the facet that 
in later years, since the advent of the newer 
operation, autopsies are more frequent and 
diagnosis of hemorrhage is more certainly made. 

On the other hand, why should hemorrhage 
destroy an infant that has had a minimum of 
handling and frequently has not been subjected 
to labor at all? 

These hemorrhages seem to occur more often 
in cases where there has been no labor. Is a 
certain amount of laber beneficial to the foetal 
cerebral circulation? Possibly there are cer- 
tain circulatory changes in the foetal brain re- 
sulting from rhythmical compression of the 
skull which exert a protective effect upon this 
delicate tissue. Hemorrhage seldom occurs in 
cases with an adequate trial of labor. 

Employing the classical Caesarean the foetus 
is extracted feet first, with a minimum of trauma 
to the after-coming head, whereas in the low 
cervical the head is extracted first, with too fre- 
quently considerable effort and consequent 
trauma to an unprepared foetal skull. 

A. common error is too small an incision either 
from timidity in incising the uterus downward 
beneath the bladder or inadequate estimation of 


the relation of size of head to size of incision. A 
struggle ensues to deliver the head. Consider- 


able force must be employed to effect delivery 
either with forceps or manually as is frequently 
evidenced by laceration of the angles of the inci- 
sion. Cannot this error be a potent factor in 
the production of intracranial hemorrhage? 
When abdominal delivery is contemplated, the 
following suggestions are made: a few hours of 
carefully observed labor may be more beneficial 
than harmful; an incision large enough to allow 
the head to pass through easily can readily be 
made; using the hand as a chute with compres- 
sion of the fundus from above effects delivery of 
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the head quickly and with a minimum of trau- 
ma; routine injection into the foetus postpartum 
of a large dose of maternal whole blood is pro- 
phylactic in the prevention of hemorrhage. 


SUMMARY 


This operation, while generally accepted as 
new, actually is not, many men having tried 
varied forms of it over a period of more than 
one hundred vears. 

The present operation, while technically more 
difficult to perform than the classical operation, 
is simple and direct. 

It is relatively much safer than other sections, 
carrying a definitely diminished maternal risk, 
approximately 1° as compared with 4% for 
other methods. 

Beeause of the lessened risk, it possesses a 
broader field of application than high operations 
and this advantage solves many perplexing 
problems for the obstetrician. 

Its wide application reduces the number of 
serious maternal injuries resulting from vaginal 
deliveries. 

Some obstetricians admit there is an appar- 
ently unexplained increase in the incidence of 
intracranial hemorrhage among infants born by 
laparotrachelotomy over the classical hysterot- 
omy. The writer offers ideas as to the etiology 
of such intracranial accidents and suggestions 
for their prevention. 
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Discussion 


CHAIRMAN PHANEUF: The discussion of Dr. 
Sewall’s paper was to have been opened by Dr. 
Frederick C. Irving, of Boston. Dr. Irving has 
telephoned that he is unable to come today so 
I will ask Dr. Delbert L. Jackson, of Boston, 
Obstetrician to the New England Baptist Hos- 
pital, to open the discussion. 


. 


Dr. DELBERT L. JAcKSON, Boston: I am going 
to try in this discussion to make a comparative 
list of the advantages and disadvantages of the 
low Caesarean over the classical. 

In speaking of the low Caesarean I refer to the 
modified Munro-Kerr technique where a trans- 
verse incision is made in the cervical segment of 
the uterus. 

My leaning in general is all toward the low 
Caesarean. I believe it is a valuable operation 


and it probably should be used in most eases 
where (and I should like to stress this) the 
man using it is familiar with pelvie surgery. If 
unfamiliar with pelvic surgery, the operator 
should hold to the classical type of Caesarean 
section. 


I think that lack of knowledge of the 





technique accounts for many of the troubles 
that are encountered in the low Caesarean. 
The advantages of low Caesarean are: 


First: There is less bleeding at the time of the 
operation. Many of these cases will be practi- 
cally bloodless. This is due to the fact that the 
blood supply of the lower segment is not so 
active as that in the upper segment of the uterus. 

One reason the low Caesarean has come into 
use is that the placenta is usually situated in the 
upper uterine segment. I shall speak a little 
later of my ideas in regard to the choice of type 
of Caesarean section to be selected in cases of 
low attachment of the placenta. 


Second: Sepsis and peritonitis are undoubtedly 
less in the low Caesarean than in the classical 
type. This is probably due to the fact that the 
operation is more nearly extra-peritoneal. In 
many cases where sepsis is ascending, coming 
from cervical infection, it attacks the wound in 
the lower segment of the uterus and does not get 
into the upper part of the uterus, and when 
it comes through that uterine incision, it is still 
protected by the peritoneum, the peritoneal in- 
cision being an inch to an inch and one-half 
above the incision in the uterus itself. 

If there is sepsis, again it can be reached from 
below by dissecting up the bladder and coming 
to the incision in the lower uterine segment, and 
adequate drainage is secured at the site of the 
incision without opening the abdominal cavity. 


Third: There is much less expectation of ad- 
hesions because when the patient is put up into 
the level position after being in the Trendelen- 
burg, we find our peritoneal incision has dis- 
appeared entirely behind the symphysis. 

Occasionally we find it is necessary to go on 
and do a hysterectomy after the Caesarean, and 
in this instance we have the hysterectomy half 
done when we have extracted the baby in the 
low Caesarean of this type. 


Fourth: Statistics also seem to show that there 
is less chance of rupture of the Caesarean scar 
in subsequent Caesareans, but I have often won- 
dered if this might not be due to the fact that 
the low Caesarean has not come into quite so 
frequent and perhaps you might sav promiscu- 
ous use as the classical operation. 


The disadvantages of the low Caesarean are: 


First: Its strongest advocates admit the tech- 
nique is more difficult ; hence, as I said earlier, if 
a man is not familiar with pelvic surgery, I 
think probably he may be better off with the 
classical. 

Second: There is the possibility of the uterine 
contents draining into the upper abdomen in 
spite of the fact that packing is used to wall 
off the upper abdomen. ‘he patient must be in 
Trendelenburg position to perform the tech- 
nique of this operation properly, and even with 
these packs I have not convinced myself that 


ee ee ee 





Sar mae 


norm en 


Sm ee a 





360 M M. S.—SECTION OF OBSTETRICS AND GYNECOLOGY—DISCUSSION 





N. E. J. of M. 
August 21, 1930 





there is not a certain amount of drainage into the 
upper abdomen with the patient in this position. 


Third: An extra assistant is advisable when 
performing the Munro-Kerr type of operation. 


Fourth: Special instruments are helpful, par- 
ticularly the type of retractor known as the 
Doyen, which will be found useful to place over 
the symphysis and hold the bladder down dur- 
ing the incision of the lower uterine segment. 


Fifth: Occasional accidents do occur when the 
wound made by the transverse incision is ex- 
tended too far to the sides, or where tearing 
oceurs as the baby is extracted. Dr. Sewall 
has also brought out the fact that it is easy 
to extend the incision too far to the left because 
of the normal torsion of the uterus in pregnancy. 
In these instances the larger uterine vessels may 
be lacerated, and it may be necessary to con- 
trol serious bleeding. 


I believe that the classical operation should 
not be excluded from our bag of tricks. It 
seems to me, as in any other branch of medicine 
or surgery, that to limit oneself to one form 
of treatment always shows shortsightedness on 
the part of the individual who is operating. 

The eases in which the low Caesarean is not 
possible or advisable and in which the classical 
is advisable, are those in which adhesions are 
present to a large extent from a previous oper- 
ation. Separations of these adhesions may be 
very difficult and we may have to disturb a good 
deal of tissue in order to get deep enough into 
the pelvis to incise the cervical segment. 

There are certain types of heart eases where 
the necessary Trendelenburg is distinctly bad 
for the patient, and in that case I believe we 
shall have to keep the table up and do the classi- 
sal Caesarean. 

Then comes the question of placenta praevia, 
Many of the advocates of the low Caesarean say 
they do the low incision with impunity in cases 
of placenta praevia. It seems to me that this 
is a contraindication to the low Caesarean. 

One of the chief advantages that we recognize 
for the low Caesarean is that we eseape the 
placental site and thereby avoid a good deal of 
the bleeding. Why should we go into this site 
of the placenta with its big sinuses and prob- 
ably run into a considerable amount of bleeding 
as well as other difficulties, when they ean be 
avoided by doing the elassical. Also the cer- 
vical segment is not so contractile, and if the 
sinuses are present, we certainly would like to 
have the uterus contract so as to close them up. 

The other reason, that I have given for doing 
the classical is, again, that I feel that the oper- 
ator should be familiar with pelvic surgery, 
stripping down of the bladder and that sort of 
procedure. 

In conclusion, I think that the low transverse 
Caesarean operation is the choice in the majority 
of cases where the operator is familiar with the 





technique and the operation is not contrain- 
dicated by the conditions that I have mentioned. 


Dr. FrepertcK J. Lyncu, Boston: Mr. Chair- 
man, Ladies and Gentlemen—I think Dr. 
Sewall and Dr. Jackson have pretty well covered 
the subject, but there are a few points which I 
should like to mention. 

We know in the classical Caesarean section 
where the incision is made through the corpus 
of the uterus, the line of sutures, due to the con- 
tinual contraction and relaxation of the fundus, 
is continually shaken up. This interferes with 
healing. This condition does not obtain in the 
low cervical Caesarean, where the incision is 
made in the non-motile part of the uterus. When 
the incision is made in the fundus, this con- 
tinual activity squeezes lochia out into the peri- 
toneal cavity, resulting in a low grade periton- 
itis. If the patient handles it, we refer to it 
as ‘‘distention,’’ and if it becomes considerable 
we reluctantly admit it to be peritonitis. If 
this seepage occurs in the low Caesarean wound 
there is an additional safeguard against the in- 
fected material reaching the peritoneal cavity 
by reason of the fact that the bladder is sewed 
over the uterine wound. If infection does oeceur 
it is usually localized in the anterior or posterior 
euldesae and therefore drainage can be insti- 
tuted from below. 

I think there are some disadvantages to the 
low operation, and they should be pointed out 
to the casual operator or the man doing his 
first few low Caesarean sections. It seems to me 
that placenta praevia is a contraindication par- 
ticularly if the placenta is attached to the ante- 
rior uterine wall. Again, in separated placenta 
the low operation is a poor choice because it is 
necessary to get the baby out quickly in this type 
of case and eertainly it takes more time to 
deliver the baby in the low Caesarean operation 
than in the elassical. Difficulty may also be 
encountered in the patient who has had a uterine 
suspension, particularly if they have been in 
labor. Here there results a piling up of the 
anterior wall and the lower uterine segment 
thickens anteriorly. This causes a sacculation of 
the posterior wall in the lower uterine segment, 
and with the thick anterior wall it is very diffi- 
cult to deliver the baby. I have had that exper- 
ience myself and even with foreeps it was ex- 
tremely difficult to deliver the baby through the 
thickened anterior wall. 

Also if one operates upon a patient who has 
been in labor a long time with the head con- 
figurated and jammed into the brim of the pel- 
vis, unless the uterine incision is made very low 
difficulty will be found in delivering the head. 
If the incision is not made low enough an arm 
may prolapse into the wound, or when delivery 
of the head is attempted you may suddenly en- 
large the wound and get into difficulty with the 
uterine vessels or the bladder. 

Finally, I think obese patients are poor cases 
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upon which to do the low cervical operation 
pecause of the obvious difficulty in obtaining 
proper exposure. 


Dr. SEwatL: One of the discussers spoke 
about the necessity for adequate training in gen- 
eral surgery in order to do a low Caesarean. It 
is very difficult to secure adequate training for 
the younger men. The average general surgeon 
js about as responsive toward training obstetrical 
men as a bull is toward a red flag, but neverthe- 
less the younger men intend to do low Caesa- 
reans. The only way I know in which the prob- 
lem may be adequately handled is for the older 
men to instruct the younger men on the oper- 
ation so that they will have the proper technic 
and avoid the errors dnd pitfalls. 

I don’t see why it is deemed necessary to use 
the Trendelenburg position; tipping the patient 
up inereases the chances for the spill to gravitate 
into the higher abdominal cavity. 

The classical is without doubt still a useful 
operation. I don’t wish to give the impression 
that it is obsolete because it is not by any means. 
It is particularly useful in placenta praevia of 
the central type where there are large sinuses 
and also in a good many eases of abruptio 
placenta. At the same time some of the cases of 
abruptio placenta require hysterectomy and, as 





has been mentioned, when the low Caesarean is 
done, a large portion of the hysterectomy or a 
definite portion is already completed. 

In placenta praevia the transverse incision 
or Beck’s incision of the uterus ean be used 
(thus avoiding the sinuses) instead of the lon- 
eitudinal incision extending down into the lower 
portion of the cervix. 

In regard to what Dr. Lynch said, I have seen 
three low Caesareans where there was a definite 
septic infection underneath the flap. Two of 
these pointed anteriorly and emptied into the 
vagina, and the posterior one gravitated into 
the pelvis and was opened through the culdesac. 

In eases of suspension a good many times this 
operation offers a good deal of difficulty, but it 
is usually possible to use Beck’s incision or 
transverse incision and avoid it by that means. 
Also if there are many adhesions, it is usually 
possible to clear area enough in the lower por- 
tion of the uterus, to strip the bladder down and 
so obtain a transverse incision through the 
uterus. 


CHAIRMAN PHANEUF: The next paper is by 
Dr. Saul Berman, of Brookline, Assistant in 
Obstetrics, Harvard Medical School, and is en- 
titled ‘‘ Observations in the Toxemie Clinic, Bos- 
ton Lying-In Hospital, 1923-30.’’ Dr. Berman! 


OBSERVATIONS IN THE TOXEMIC CLINIC, BOSTON 
LYING-IN HOSPITAL, 1923-1930* 


BY SAUL BERMAN, M.D.+ 


HE study of the toxemias is gradually grow- 
ing in importance. The criterion is no 
longer the amount of albumin or edema, or 
whether there have been convulsions. We are 
now anxious to ascertain if the affair is acute 
or due to some inherent or acquired defect, 
whether there is temporary or permanent kid- 
ney damage, and what the prognosis is for fu- 
ture successful pregnancies without jeopardiz- 
ing the life of the mother. For the purpose of 
this paper, no attempt has been made to eata- 
logue these cases because on the basis of a single 
pregnancy such an action would, at best, be hap- 
hazard since we have found out that many in- 
dividuals who were at first considered nephritics 
have in the course of time recovered and had un- 
eventful pregnancies, and a like number, who 
seemed functionally normal, later developed 
nephritis. Inasmuch as our kidney tests are 
still lacking in sensitivity, many of us agree 
that the best index of kidney function is an- 
other pregnancy. We have, therefore, chosen 
only those cases which have had a succeeding 
pregnancy following their first toxemia at our 
clinic. These, we have been able to observe very 
carefully. 
*Read before the Section of Obstetrics and Gynecology of the 


Massachusetts Medical Society at its Annual Meeting at Plym- 
outh, June 17, 1930. 


tBerman—Assistant Obstetrician to Out-patients, Boston Ly- 


ing-in Hospital. For record and address of author see ‘This 
Week’s Issue’, page 376. 





Every patient with a systolic blood pressure 
of 140 or over with or without albuminuria in 
a catheterized specimen is regarded as a toxemia 
and reports to the toxemie clinic. One must al- 
ways be on guard to rule out the not infrequent 
ease of pyelitis. A very careful history is taken 
stressing in particular the family incidence of 
eardiovascular-renal disease and the occurrence 
of scarlet fever, tonsillitis, chorea, rheumatic 
fever, or nephritis. Each week, her blood pres- 
sure, urine, and weight are checked, and if there 
is any particular change, she is sent into the 
house for study. Blood chemistry, kidney fune- 
tion tests, and eye ground examinations are in- 
cluded. These same tests are repeated 10-14 
days following delivery. One month after dis- 
charge, she appears at the toxemia clinic where 
blood pressure and urinary studies are made and 
blood chemistry and renal investigations when 
deemed necessary. She is encouraged to attend 
this clinic at regular intervals for years, and 
once a patient has had toxemia, she is always 
under the supervision of this clinie. If another 
pregnancy ensues, she returns there for pre- 
natal care. 


We have studied 225 cases which have had 
more than one pregnancy following a toxemia at 
our clinic. We have omitted the eclampties there 
being too few for comparison. A patient with a 
persistently elevated blood pressure one year 
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after delivery, with or without albuminuria, eye 
ground changes, and fixation of specific gravity 
is considered a nephritic. Inasmuch as the oe- 
currence of nephritis or cardiovascular disease 
is the chief point of interest among the end re- 
sults, it was decided to approach this problem 
from three angles and see what data would be 
obtained : 


1. Blood pressure levels with and witheut 
albuminuria. 

2. The influence of parity. 

3. The effect of the number of pregnancies 
following the first toxemia at the B. L. I. 


TABLE 1 


Exp Resurr or 225 Toxemias AccorpiInG TO BLoop 
PRESSURE LEVEL 


Recur- _ Nor- Neph- Doubtful To- 

rence mal ritic Nephritie tal 

No. &% No. &% No. &% No. % 
—140 19 86 3. 14 2 4 18 22 
140-149 44 75 15. 25 8 14 5 8 59 
150-159 41 84 8 16 10 20 4 §8 49 
160-179 37 «(73 14 27 8 15 5 11 51 
180-199 26 87 a 43 10 33 3 10 30 
200 14 100 0 90 10 71 - 4% 14 
Total 181 80 44 20 48 21 22 10 225 


In table 1, cases with and without albuminuria 
have been grouped together. There does not 
appear to be any progressive increase in fhe 
percentage of nephritics until the 180 level is 
reached. From here on, the upward tendeney 
is striking. One outstanding observation has 
appeared, however. In separating the cases with 
and without albumin, in the group without al- 
buminuria and with blood pressure range of 140~ 
160, the incidence of nephritis is 22% as against 
the similar group with albuminuria, of 11%. 
For the higher blood pressures of 160 and over, 
the incidence was the same in both groups, 29%. 
Several years ago at the very beginning of our 
study, it became evident that the so-called milder 
toxemies were returning with a greater percent- 
age of elevated blood pressures than the more 
severe ones. It did seem quite surprising to us 
at first, and in table 2, vou can readily see the 


TABLE 2 
INCIDENCE OF ELEVATED BLoop PRESSURE PERSISTING 
POSTPARTUM, ACCORDING TO INITIAL BLooD PRESSURE. 
LEVEL AND PRESENCE OF ALBUMIN 


With albumin Without albumin 





Cases Elevated Cases Elevated 
followed Bor. followed B. P. 

No. No. %  £.No. No. & 

—150 30 4 13 18 7 39 

150-159 26 7 7 15 6 40 

260-169 15 “4 13 8 5 62 

170 41 16 39 11 7 64 
—— meme —_— Reed ~~ =, 

Total 112 29 26 52 25 48 





tremendous preponderance of elevated blood 
pressure present postpartum in the non-albumin 
group, 48% vs. 26% @ Corwin and Herrick! 
commented on the high incidence of eardiovas- 
cular disease in the group of cases with blood 
pressure only slightly above the normal 

The second step in our study was to determine 
what happened to these various patients as they 
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-i50 150159 160-169 /70+ 
BLOOD PRESSURE 


grow in parity. A certain strain upon the organ- 
ism is undoubtedly present with each pregnancy 
as one grows older; the problems of life produce 
an indelible impression. In table 3, therefore, 





TABLE 3 
DIAGNosIS BY PARITY OF THE PREGNANCIES 
FoLLowinG First B. L. I. ToxemMra 


Toxemias with albumin—21% 
Toxemias without albumin—20% 


Recur- Nor- Neph- Doubtful To- 
rent mal ritic Nephritic tal 





‘No. % No. % No. % No. % 
Il 64 63 38 37 6 6 8 8 102 


II! 43 73 16 27 8 14 2 3 59 
IV 24 80 6 20 6 20 5 17 30 
Vv 20 87 3 13 6 24 5 21 23 
VI-VII 29 91 3.49 12 38 6 19 32 
VIII 47 100 0 0 23 49 5 11 47 

224 47 66 23 61 21 31 11 = 298 


Total 








we discover that with increasing parity, there 
Was a rise in the incidence of recurrences and 
of nephritis, and a decrease of the normal preg- 
nancies. From the second to the fifth preg- 
nancy, the upward trend is gradual, but from 
then on it is rapid. 

We finally are similarly impressed with the 
important rdle played by multiparity when we 
separate these cases according to the number 
of deliveries following their first toxemia at our 
clinie (table 4). We are confronted with the 
fact that with each succeeding pregnaney, an in- 
creasing number of patients is left with a definite 
elevation of blood pressure, eye ground, and 
other vascular changes. Does this perhaps point 
out that a great many eases of toxemia really 
react to a constitution which has a defective car- 
diovaseular-renal system, that with each preg- 
nancy and the added wear and tear of life, def- 
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inite inroads on the durability of this system 
have been made; rather than that the toxemia is 
the underlying cause of the subsequent neph- 
ritis. 

The group with the 140-460 blood pressure 
level without albuminuria or with a very slight 
trace seems to play a most important part in 
the process of vascular degeneration. Very lit- 








TABLE 4 


DIAGNOSIS ACCORDING TO THE NUMBER OF DELIVERIES 
FoLLOWING THE First B. L. I. ToxeMIA 





Recur- Nor- Neph- Doubtful To- 
rent mal ritic Nephritic tal 
No. % No. % No. % No. % 

1 143 74 51 26 24 12 21 11 194 
2 47 80 12 20 15 25 7 #2 59 
3 20 87 3 #13 10 438 1 8 23 
4 17 100 0 0 12 70 2 AZ 17 
Total 227 77 66 23 61 21 31 11 293 








tle attention has been given to this group, it be- 
ing considered mild and without any exciting 
features. It was quite natural that the group 
with the very high blood pressures and large 
amounts of albumin should receive the major 
share of study. All sorts of things might hap- 
pen, and convulsions were always imminent. In 
the 140-160 group, however, ‘the occurrence of 
convulsions is infrequent although we do see 
the occasional eclamptic with low blood pres- 
sure and slight albuminuria. Quite a number 
of this group, however, get into trouble—the 
baby may die in utero, or the placenta may sep- 
arate. Kellogg? has collected eight such eases. 
Each patient had been in the hospital under 
treatment and had cleared up so completely that 
she had either just reached home, or was on the 
eve of discharge, when separation occurred. Sev- 
eral others have happened since his publication. 

It almost seems that this group is the pre- 
cursor of the nephritic, and it warns us to 
watch the patient very carefully and to limit 
her pregnancies if necessary. Constitutional 
toxemia may be a good descriptive term for this 
group, for pregnancy gives us a clue toward a 
weakened cardiovascular-renal system. <A large 
number of these patients give a family history 
of cardiovascular disease and many of their sis- 
ters have developed toxemia. Also, in studying 
the life histories of the nephrities, it was found 
that many began their careers with a mild tox- 
emia and then, with successive unchecked preg- 
nancies, reached their present state. 

We must keep in mind, however, the ability 
of the kidney to improve and regenerate. <A 
large number of patients have been seen who, 
one month after delivery, returned with elevated 
blood pressure or albuminuria, or both, but who 
during the course of one or two years became 
normal. The elimination of foci of infection 
often helps in this process. Also, the return to 
normal weight, if any obesity has been present, 





aids materially in lightening the burden of the 
cardiovascular system. It seems, therefore, that 
a long interval between pregnancies should be 
the rule. Whenever a toxemic returns with an- 
other pregnancy, even if all tests at our com- 
mand show her eardiovascular-renal system to 
be normal, she should be treated as if she were 
going to repeat her toxemia. 

The extremely high incidence of recurrence, 
77% is indeed most unexpected, btit it includes 
the known chronic nephritics on their return 
with another pregnancy. Should they be elim- 
inated, we would undoubtedly find that at least 
60% of our toxemias have a recurrence. This 
high figure should put us on the alert with these 
cases, and once a patient has had toxemia, she 
should never really be discharged, but be fol- 
lowed along from month to month and year to 
year, and if in succeeding pregnancies the tox- 
emia grows worse, this patient should be advised 
against further pregnancies. By adopting such 
an attitude it is conceivable that a great many 
women can be saved from developing cardio- 
vascular disease at an early age, with the pos- 
sible postponement for a great many years. 


CONCLUSIONS 


1. The incidence of cardiovascular-renal dis- 
ease increases with each succeeding pregnancy. 

2. Once a patient has had toxemia, she should 
be studied most carefully between pregnancies, 
and in future pregnancies receive exceptional 
pre-natal care. 

3. Only by limiting the number of preg- 
nancies can we hope to curtail the large percent- 
age of cardiovascular-renal disease. 
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DISCUSSION 


CHAIRMAN PHANEUF: The discussion of Dr. 
Berman’s paper is to be opened by Dr. Foster 
S. Kellogg, of Boston. instructor in obstetries at 
the Harvard Medical School. 


Dr. Foster 8. KELLocG, Boston: For ten or 
twelve years I have urged the necessity for eare- 
ful interval study of each individual toxemie, 
as she appears in practice or in the ¢linie and 
Dr. Berman’s paper is a very nice example of 
such work. He has demonstrated quite conelu- 
sively one fact which so far as I know has not 
been conclusively demonstrated béfore. He has 
shown that in the family group who are hered- 
itarily afflicted with potential cardiovascular 
disease, a repetition of pregnancy in which kid- 
ney failure is demonstrated is a common affair. 
Probably on further study it will appear wise 
to block this progressive cardiovascular deterio- 
ration by checking excessive repetition of preg- 
nancy. 

I will close my discussion with that single 
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fact. I think it is a well worth while thing to 
recognize. 


CHAIRMAN PHANEUF: Dr. Robert J. Carpen- 
ter, of North Adams, will continue the discus- 
sion. 


Dr. Carpenter was not present. 


CHAIRMAN PuaNnevuF: I will ask Dr. Arthur 
F. G. Edgelow, of Springfield, to continue the 
diseussion. 


Dr. Edgelow was not present. 


CHAIRMAN PHANEUF: The paper is open for 
general discussion. If there is no general dis- 
cussion, I will ask Dr. Berman to close. 


Dr. Berman: In concluding this paper, I 
wish to emphasize the necessity for studying the 
very mild toxemias which most men are inclined 
to overlook. In my experience it is these mild 
toxemias which give us the most trouble. Some 
men from other institutions have called these 
cases low reserve kidney. Some of these are; 
but a great many develop nephritis and I think 
it is dangerous teaching to neglect these cases 
and think that they won’t develop serious car- 
diovascular-renal disease; so I wish everyone 
would watch these mild cases very thoroughly, 
and anyone who does will be surprised to see 
how sick they ean become years later. 


CHAIRMAN PHANEUF: We will hear the re- 
port of the Committee for the Study of the 
Incidence of Puerperal Septicemia, by the 
Chairman of the Committee, Dr. Charles E. 
Mongan, of Somerville. 


REPORT OF PROGRESS OF THE COMMIT- 
TEE ON SURVEY OF THE INCIDENCE 
OF DEATHS FROM PUERPERAL SEPTI- 
CEMIA IN MASSACHUSETTS IN 1929 


To the President and Officers of the Section of 
Obstetrics and Gynecology of the Massachu- 
setts Medical Society: 


HE Chairman craves the indulgence of the 

Section in submitting a report of progress 
at this time rather than a full report as in for- 
mer years. <A full report will be submitted 
through the medium of the New England Jour- 
nal of Medicine at a future date. 

The year 1929 saw a diminution in the num- 
ber of births in Massachusetts and the lowest 
birth rate that has been recorded since 1850. The 
whole number of births was 74,122 against 
79,054 in 1928, a lowering of 4,932 births and 
the birth rate per thousand population was 16.09 
in 1929 and 18.3 in 1928. Many reasons are 
given for this difference in the number of births 
between the two years and also for the lowering 





of the birth rate. Whatever reason adduced in 
explanation of this phenomenon, there is no 
doubt that industrial and economic conditions 
have their influence. Unofficial returns of the 
census of 1930 indicate that there is marked 
falling off of population in the large textile cen- 
ters (according to Dublin, the statistician of the 
Metropolitan Life Insurance Company). In 
1929 the number of deaths in the puerperal state 
was 453. The number of deaths for puerperal 
septicemia was 147. In 1928 the number of 
deaths in the puerperal state was 456 and the 
number of deaths from puerperal septicemia was 
123, so that with less births and a lower birth 
rate there was only a difference of five deaths 
less in the puerperal state and there were 24 
deaths more from puerperal septicemia. From 
superficial study this increase in puerperal septi- 
cemia has not been explained. Twenty-five 
deaths allocated to puerperal septicemia were 
deaths associated with abortions. <As_ these 
deaths are as a rule of infected persons that 
come to a hospital or to a physician, it seems 
futile to study them further. Sixteen deaths 
allocated to puerperal septicemia were deaths 
which were associated with Caesarean Section. 
Two eases of puerperal septicemia were compli- 
eated by acute appendicitis. One ease was re- 
ported as having died of puerperal septicemia 
sixty-five days after delivery. Complications re- 
ported as associated with puerperal septicemia 
were lobar pneumonia, influenza, bronchial pneu- 
monia, pyelitis, rheumatic heart disease, ery- 
sipelas. In the permanent report these compli- 
cations said to be associated with puerperal 
septicemia will be carefully reported. In pass- 
ing it is worthy of note that the unofficial re- 
turns indicate that in the month of June 1929 
in the city of Boston no deaths of puerperal 
septicemia were reported yet 1266 births includ- 
ing still births were returned to the city clerk. 
CuaruLEs E. Monaan. 


Dr. Moncan: Formerly it was said more 
deaths occurred in large cities than in the rural 
communities. It now seems that the large cen- 
ters of population are reducing not only their 
deaths in the puerperal state, but also puerperal 
septicemia. 

I thank you! 


CHAIRMAN PHANEUF: You have heard the 
report of the Committee, what is your pleasure? 


Upon motion made by Dr. Kickham and see- 
onded by Dr. Lynch, it was voted to accept the 
report of the Committee for the Study of the 
Incidence of Puerperal Septicemia. 


CHAIRMAN PHANEUF: I will ask your per- 
mission to present the Chairman’s Report for 
publication, without reading. It gives in sum- 


mary the activities of the Section in Obstetrics 
and Gynecology for the last year. 
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CHAIRMAN’S REPORT 


COMMITTEE was appointed by the Chair- 

man to help the Officers in the activities of 
the Section for the year 1929-1930. This Com- 
mittee consisted of the following: 


Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
- Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Thomas Almy 
Robert J. Carpenter 
Arthur F. Edgelow 
Daniel J. Ellison 
Edward R. Fleming 
Thomas R. Goethals 
Frederick L. Good 
William A. Ham 
Thomas P. Hennelly 
Henry T. Hutchins 
Delbert L. Jackson 
Foster S. Kellogg 
Charles J. Kickham 
Frederick J. Lynch 
Samuel R. Meaker 
Charles E. Mongan 
Thomas W. Murphy 
Joseph W. O’Connor 
Alonzo K. Paine 
Albert Parkhurst 
Frank A. Pemberton 


To these gentlemen I wish to express my sin- 
cere thanks for the part they played in making 
this a successful year for the Section. 


The Officers and Members of the Committee, 
in groups, appeared, during the year, before 
the following Societies : 


Hampden District Medical Society, Spring- 
field. 

Norfolk South District Medical 
South Braintree. 

Essex North District Medical Society, Haver- 
hill. 

Plymouth District Medical Society, Brockton. 

Worcester District Medical Society, Wor- 
cester. 

Middlesex North District Medical Society, 
Lowell. 


Society, 





Hampshire District Medical Society, North- 
ampton. 

Essex South District Medical Society, Lynn. 

Berkshire District Medical Society, Pittsfield. 

Malden Medical Society, Malden. 

Suffolk District Medical Society, Boston. 

Franklin District Medical Society, Greenfield. 

Webster Medical Society, Webster. 


It was estimated about eight hundred physi- 
cians in Massachusetts were met during the year. 
The meetings consisted of showing Obstetrical 
films and of papers on special obstetrical and 
gynecological subjects. 


I want to thank the officers of these various 
Societies for the courtesy extended us and the 
members of these District Societies for their free 
and generous discussions. It was proved to us 
by these trips and by the discussions at these 
meetings that there was a great deal of interest 
in obstetrical matters throughout the State. Al- 
though this program was an ambitious one, it 
was carried out to the entire satisfaction of the 
Officers of the Section, and we hope to the satis- 
faction of the members of the different districts 
as well. 

We are convinced that the members of the 
districts approved of the Section going to them 
during the year and we hoped in return that 
this interest might be manifested by the at- 
tendance at our annual meeting. This is shown 
to be a fact by the members present here today. 

Signed Louis E. PHAnevur, M.D., 
Chairman. 


The following officers were elected to serve 
for the ensuing year: 
Charman: Dr. Alonzo K. Paine, Boston. 


Secretary: Dr. Frederick J. Lynch, Boston. 
Clerk: Dr. M. Fletcher Eades, Boston. 


The meeting adjourned at five-thirty o’clock. 
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CLOSED PNEUMOLYSIS, OR JACOBEUS UNVERRICHT 
OPERATION AS AN AID IN ARTIFICIAL 
PNEUMOTHORAX 
BY JOHN B. HAWES, 2ND, M.D.,* AND MOSES J. STONE, M.D.* 


HIS operation, known as ‘‘closed pneumoly- | of the scapula, with numerous dry rales and rubs 
sis,’’ is such an infrequent procedure in the | over ey ire a ows pg en maga 

or eee Cae Te RE shinh 74 | revealed slight infiltration a e rig ilu i 
East as to make a report of a case in Tn cette, hats tie eariuivien, tole wrest 
was performed of general interest. kept on extending until it formed a circular area 
Miss A. M. D. first consulted this office February] in the mid-portion of the lower lobe of the right 
19, 1926. She complained of vague pains and aches | lung, giving the appearance of a pulmonary abscess. 


























in her chest. Her left lung was apparently normal; , This is well shown in the accompanying X-ray plate 
the right showed a localized dullness below the spine | (see Plate 1). : 

August 1, 1928, the patient’s sputum was found to 

*Hawes—President, Boston Tuberculosis Association. Stone—|be positive for tuberculosis. Owing to the well cir- 

Examiner in the Tuberculosis Clinics, Boston Health Depart- cumscribed character of the lesion, and the definite 


ment. For records and addresses of authors see “This Week’s . a 
fesue”.- page 276. abscess formation, artificial pneumothorax seemed 
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advisable. This was induced August 17, 1928. A 
fairly good compression was obtained, except for a 
string-like adhesion which extended from the upper 
lobe of the lung to the right apex. The cavity itself, 
however, was well compressed and the patient’s spu- 
tum showed no tubercle bacilli (see Plate 2). The 
patient displayed marked clinical improvement as 
well, with subsidence of all her symptoms. As time 
went on, however, she began to complain of sharp 
pains in her right shoulder after every refill; these 
were given at intervals of four weeks. It seemed 
evident that the cause of this pain was the tension 
on the stringlike adhesion referred to above, caused 
by the refills. Accordingly, less air was given, which, 
although it resulted in less pain, allowed the lung to 
reéxpand. As this occurred, the patient again began 
to cough and raise, evidently from a re-opening of 
the old cavity (see Plate 3). 

On August 29, 1929, the sputum was again found 
to be positive. Further compression of the lung was 
impossible, owing to the pain it caused, while the 
cavity was evidently being held open by this long 





adhesion. The decision was then made to cut the 


adhesion. This was done at Saranac Lake by Dr. 
Edward Welles of that town, using the Galvano-cau- 
tery with electrodes as modified by Unverricht of 
Germany. This technic has now been still further 
modified by Drs. Ralph C. and Ray Matson of Port- 
land, Oregon, who substituted the endothermic cur- 
rent from the Bovie Unit instead of the hot cautery. 
It is of interest to note that by means of the thoraco- 
scope, in addition to the original adhesion, another 
very thin one was seen which was never revealed by 
X-ray. Under direct vision afforded by a thoraco- 
scope inserted through a canula both adhesions were 
cauterized by electrodes through a second small 
canula. 

The patient made an uneventful recovery. A refill 
was given again one week after the operation, this 
time with no discomfort. X-rays taken two weeks 


later showed the cavity completely obliterated (see 
Plate 4). The sputum became once more free of 
tubercle bacilli, while the patient showed marked 
general improvement. At the present time her spu- 
tum is still negative and she is clinically well. 


_— 
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SLIPSHOD SURGICAL DIAGNOSIS* 


BY HORACE G. WETHERILL, M.D. 


| arene! preoperative surgical diagnosis is the 
j ideal and ambition of every conscientious 
surgeon. This, obviously, is not always possible, 
but the effort to make the diagnosis prior to 
operation exact and definite is so worth while, 
both from the standpoint of the surgeon and 
the patient, and is so manifestly in the interest 
of, and for the prestige of, the staff and the 
hospital that carelessness, indifference and slov- 
enliness are justly regarded as inexcusable and 
indefensible. 

Slipshod surgical diagnosis has been fostered 
and justified, in recent years, through the ready 
excuses and easy expedients offered by what is 
called ‘‘an exploratory operation’’, or worse 
still, by the employment of that comprehensive 
‘‘shot gun’’ diagnosis ‘‘a surgical condition’’, 
which emanated from, and was justified in, one 
of our great clinics a few years ago, the one 
place where such diagnosis was least excusable 
and from which such dangerous propaganda does 
most harm in that it encourages inexactness in 
others and, incidentally, results in unnecessary 
and unjustifiable operations by incompetents. 

To stand consistently for ideals and to use 
adequately the expedients at our command, to 
cultivate habits of thoroughness of exam- 
ination and enthusiasm for fact-finding and 
subsequent study of the facts, to ‘‘find interest 
in what seems to be monotonous and to bring 
interest into it’’, to get facts first and action 
afterward are the attributes of the diagnostic 
genius which do away with eareless surgical 
diagnosis. After all, surgical genius, like genius 
in other things, is little more than ‘‘an infinite 
capacity for taking pains’’. 


*Read at the meeting of the Pacific Coast Surgical Associa- 
tion, Del Monte, California, February 8, 1930. 

+Wetherill—Past President, Colorado State Medical Society. 
Now retired. For record and address of author see ‘“‘This Week’s 
Tssue’’, page 376. 


Cabot’s astonishing conclusions, after his 
analysis of the records of the Massachusetts Gen- 
eral Hospital'’? nearly twenty years ago, awak- 
ened the world to the fallacies of the diagnoses 
of that time, even under the exceptional oppor- 
tunities offered by that great institution. 

The facilities and expedients for accurate and 
exact surgical diagnosis have been so multiplied 
and improved since Cabot’s startling statistics 
were published that there is now little excuse 
for failure to determine before operation, at 
least what the general character of the pathologic 
process may be and which organs are involved. 

The truth, the painful truth, is that careless- 
ness and negligence are most often responsible 
for failure to make proper diagnoses and that 
sometimes even when correct diagnosis has been 
made, the operator, through abstraction or fail- 
ure of proper liaison, overlooks some detail at the 
time of operation, as has been known to occur 
when stones were left in the bladder after a 
prostatectomy, though they were known to be 
there before. 

Such errors are found in the voluminous work 
of large clinics where the study of the patient 
prior to operation is disassociated and not inti- 
mately codrdinated with the surgical side of the 
organization. 

My observation and experience lead me to be- 
lieve that such mistakes occur least often to the 
surgeon who takes a deep personal interest in 
his patient and sees him through all the stages 
of his progress from history-taking to recovery. 
This is true notwithstanding the limitation of 
the facilities which handicap the individual 
worker and the country surgeon, for these ham- 
pered ones with restricted facilities are apt to 
feel a deep personal responsibility for the wel- 
fare of the patient and, in consequence, often 





acquire an intuition and resourcefulness bred 
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by the necessity for self-reliance that carries 
them on to success. 

It is certainly true that many recent grad- 
uates of some of our greatest universities and 
those who have had training in fine hospitals 
and big clinics and who have become accustomed 
to rely upon the laboratory and the specialty 
work of others have been deprived of that 
broader and better vision which a more intimate 
contact with the patient and a greater personal 
responsibility for his welfare bring about. 
Then, too, they are sometimes sadly lacking in 
the psychology necessary to a satisfactory rela- 
tionship between the doctor and the private pa- 
tient; that has been trained out of them rather 
than trained into them (as was the ease with 
the old preceptorial system ),—a source of seri- 
ous criticism of the medical profession just now. 
However, that is a story for another chapter. 

Taking infinite pains to make a correct diag- 
nosis in patients requiring surgery merely as a 
means to an end pays dividends out of all pro- 
portion to the trouble involved and the expendi- 
ture of the necessary time and money, ‘‘Be sure 
you’re right, then go ahead’’ applies particularly 
to surgical diagnosis. A man’s judgment is no 
better than his information. One gets in this 
world about what he works for. 

Certain diseases, certain areas and certain ac- 
cidents present peculiar difficulties. Carcino- 
matous metastases may originate from an undis- 
covered focus in the lung or in the rectum. The 
upper right quadrant of the abdomen presents 
particular difficulties of differentiation. Head 
injuries, from falls upon the back of the head, 
or blows, causing basilar fracture of the skull, 
or rupture of the middle meningeal artery may 
produce slow hemorrhage with a so-called ‘‘free 
interval’’ that often fails of recognition and is 
not infrequently mistaken for drunkenness. 
These call for the keenest interest and skill to 
make sure of a correct early diagnosis. The in- 
nocent appendix is, even yet, prematurely 
plucked during the early stages of pneumonia in 
children or mistaken for the offenses of a stone 
in the ureter. 

Diagnoses of dislocations of the cervical verte- 
brae are so common nowadays that they excite 
little anxiety because with the diagnosis comes 
the intuitive knowledge that it was, in all prob- 
ability, made by a chiroquacktice diagnostor (this 
‘entomologie classification is not guaranteed), and 
such opinions are apt to be discounted. How- 
ever, they will continue to be made and be ac- 
cepted by some people so long as ‘‘we allow 
those who practice on our bodies a liberty of 
sectarian doctrinarism which we deny to those 
who practice on our plumbing, but freely grant 
to those who practice on our souls’’. ‘‘The 
American democracy has decided that medicine 
is founded on dogma and is divided into sects, 
whose faiths are of equal right. The mere fact 
that this is not true does not alter the fact that 
we have enacted it into a law’’. (Chester Rowell 








in the San Francisco Chronicle, December 31, 
1929.) 

Numerous examples of erroneous diagnoses 
may be recalled by every surgeon of large experi- 
ence. Some of them will be his own mistakes, 
for which, if he is proud of his surgical prestige, 
he will be sincerely sorry. Others will be the 
mistakes of other surgeons and these are apt 
to be far greater in numbers and importance 
for this is the way such memories stick in one’s 
mind. 

Where others have failed could you or I have 
done better? The answers are, ‘‘Yes’’ and 
‘‘No.’? We might have done better if we had 
taken greater pains and had given closer per- 
sonal attention to details. We should have done 
the same things, or worse, if we had employed 
the same procedures and instruments and been 
governed by the circumstances which mirror the 
methods of many up-to-date modern hospitals or 
the average big clinic. 

For private practitioners, for clinics and for 
hospitals, in the making of accurate diagnoses, 
nothing can take the place of, or be substituted 
for, a lively personal interest in the welfare of 
the patient by the surgeon who is to assume the 
responsibility of operating upon him. No per- 
fection of laboratory details, no skilled work of 
special investigators, no diagnostic acumen of 
assistants can compensate or be substituted for 
the opinion and interest of the operating sur- 
eveon. His is the responsibility for all that has 
been done before by others and he is responsible 
for the results. 

Careful history-taking, a thorough physical 
examination, detailed laboratory studies, inves- 
tigations by highly trained specialists are of no 


avail if the laison system be defective and the - 


coérdination so faulty that the operating sur- 
geon fails to get it all, pass upon it, and act 
accordingly. 

Specialization in medicine and surgery is to- 
day so specifically distinct in some of the fields 
covered that any attempt of the general practi- 
tioner or the general surgeon to invade them 
for diagnostic purposes places him at once un- 
der the disadvantage of basing his opinions and 
subsequent procedures on a foundation of doubt- 
ful premises. 

The eye and ear, the brain and nervous sys- 
tem, the digestive tract, the throat and lungs, 
the genito-urinary tract, the study of the blood 
and basal metabolism, are all fields in regard to 
which the general surgeon must have detailed 
information, but in the practical manipulations 
incident to each he should assume no responsi- 
bility, though he may, indeed must, help in the 
interpretation of the findings. 

The urinary tract in particular requires spe- 
cial training and skill, special instruments and 
apparatus, and even specially trained anes- 
thetists and special anesthetic methods for solv- 
ing its problems and for the relief of its dis- 
orders. The general surgeon who invades this 
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field without the codperation of a competent 
urologist and roentgen ray expert is riding for 
a fall and his patient is not receiving the benefit 
of the best service procurable. 

One finds in the practice of surgery today a 
few, relatively, whose judgment is comparable 
to, or surpasses, their dexterity, and many whose 
dexterity surpasses their judgment. The first 
are surgeons; the second are operators. In- 
evitably, therefore, mistaken surgical diagnoses, 
aside from the inherent difficulties incident to 
making correct ones, must continue to have a 
personal factor that cannot be disregarded. 
When the negligent and indifferent, the lazy, 


the incompetent and the dishonest also are taken 
into account, there is added an important per- 
sonal element which can be made to explain 
many failures. 

All of these factors help one to a better un- 
derstanding of the causes of faulty diagnoses 
and justify their classification under the title 
chosen for this paper—Slipshod Surgical Diag- 
nosis. 


REFERENCES 
1 Cabot, R. C.: Oration in Medicine. A. M. A., St. Louis, 
1910. 


2 Idem: Diagnostic Pitfalls. A study of 3000 autopsies. J. A. 


M. A., 59:2295, 1912. 





THE DOWNWARD TREND OF INFANT 
MORTALITY . 


Financial troubles and unemployment have failed 
to disturb the downward trend of infant mortality 
in the cities of the United States during 1929, ac- 
cording to a report just issued by the American 


Child Health Association, in which the figure of 
66.2 deaths among each thousand births is an- 
nounced. 


Next to the rate of 64.9 attained in 1927, the 
rate for 1929 is the lowest ever recorded for the 
cities of the country. The decline has been al- 
most continuous since 1915 when the Birth Regis- 
tration Area, formed for the collection of depend- 
able information, was organized. In 1928 the rate 
10se slightly to 68.3 over the iow point of 64.9 in 
1827. Fifteen years ago the rate was near 100. 
Today the rate is but two-thirds what it was just 
after the World War started. 

The report covers 720 cities in the Birth Regis- 
tration Area which now includes forty-six states and 
the District of Columbia, which have satisfactory 
registration laws and record 90 per cent of the 
births. The figures in the report are drawn from 
the provisional summaries of the United States 
Census Bureau and from state and local authori- 
ties. 

“The 1929 rate,” said the announcement, “was 
the lowest ever attained in Chicago, Philadelphia, 
Detroit, Boston and Baltimore.” For the five 








year period from 1916-20 Pittsburgh exhibits the 
most outstanding decline, the rate dropping from 
120 to 77 in the period 1925-29. 

Portland, Oregon, had the lowest rate among 
the cities over 250,000 population. Seattle was a 
close second with 46 and Minneapolis stood third 
with 49. Among the i0 largest cities in the coun- 
try, St. Louis and New York tied for first place 
with a rate of 59. Close on their heels came the 
metropolis of the middlewest, Chicago, with a rate 
of 60. Other figures were Cleveland 61, Philadel- 
phia 62, Los Angeles 65, Detroit and Boston 69, 
Baltimore and Pittsburgh 73. 

St. Paul, Minnesota, was in the lead with a rate 
of 46 among the cities of the 100,000 to 250,000 
class. Union City, New Jersey, stood first in the 
50,000-100,000 class with a rate of 25. In the 
25,000-50,000 class, another Jersey community, West 
New York, stood in the forefront tied with Revere, 
Massachusetts, each having rates of 26. 


Among the smallest municipalities with popula- 
tions from 10,000 to 25,000, Northbridge, Massachu- 
setts had the low rate of 15. 


As a group the cities of the Pacific Coast con- 
tinue their undisputed leadership as the banner 
home for babies. Oregon and Washington lead the 
procession with the cities of Minnesota in third 
place. Vermont, Utah and California cities show 
the same average rates.—Bulletin Child Health Asso- 
ciation. 
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CASE RECORDS 
of the 


MASSACHUSETTS GENERAL 
HOSPITAL 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epirep By Ricuarp C. Casot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 16341 
PRIMARY ANEMIA AND PHLEBITIS 
Mepicat DEPARTMENT 
PRESENTATION OF CASE 


Dr. Cuartes L. Suort*: This patient was a 
forty-seven year old woman born in the United 
States. She entered the hospital March 25 com- 
plaining of inability to walk for four months. 

The past history is essentially negative. There 
is no history of dietary deficiency. One and a 
half years before admission her hair turned from 
brown to gray in the course of about a month 
and a half. 

The present illness began suddenly four 
months before admission. She was reaching up 
for her hat when her legs gave way and she 
sank to the floor. Since that time she had been 
unable to walk unaided. She could not control 
her feet or tell where they were, although she 
was able to get about with a crutch and cane. 
No previous change had been noted in the legs 
and no numbness or tingling of the extremities ; 
no gastro-intestinal symptoms, no sore tongue. 
There is no mention in the history as to whether 
or not she had been pale before that, but on 
later information it was learned that she prob- 
ably had been. 

Physical examination showed a pale woman 
with gray hair and numerous bright red non- 
blanching angiomata over her trunk. She was 
unable to walk without a cane or crutch. Her 
gait was spastic and ataxic, with a wide base, 
and she held her spine rather stiff. 

Neurological examination. Tendon reflexes 
equal and active. Abdominal reflexes absent. 
Romberg definitely present. Bilateral Babinski 
and slight ataxia in finger to nose test and 
definite in heel to knee. Questionable diminu- 
tion of touch and of pain sense over the legs. 
Vibration absent at the ankles and at the knees 
and diminished at the level of the ilium. Posi- 
tion sense absent in toes. 

The blood showed a leukocyte count of 4,200, 
reds 2,370,000, color index above unity, differen- 
tial count 58 per cent polynuclears, 40 per cent 
lvmphoeytes, 2 large mononuclears. The red 
cells showed marked anisoeytosis with macro- 
eytes predominant, slight poikylocytosis and 
some basophilia. The leukocytes were dimin- 


*Senior interne on the West Medical Service. 





ished and showed increased lobulation. Reticulo. 
cytes 0.9 per cent. The smear was reported as 
rather typical of pernicious anemia: Hinton and 
Wassermann tests were negative. Gastric analy- 
sis showed no free hydrochloric acid. Basal 
metabolism—14. The stools showed a negative 
guaiae until liver treatment was instituted, then 
a positive guaiac. Lumbar puncture was essen- 
tially negative. 

X-ray examination of the chest and heart was 
essentially negative. 

The patient was admitted to the neurological 
service, where she was kept in bed. She was 
transferred to the medical service five days la- 
ter. Her treatment began with raw brain one- 
half to one pound daily. Under this treatment 
she had a reticulocyte rise of 10 per cent and 
a gain of about 500,000 red cells in the course 
of seventeen days. She was still kept in bed in 
this period without any svmptoms, but showed a 
slight evening rise in temperature. Three weeks 
after admission she was allowed up on her feet 
a little daily and was able to walk a few steps 
at a time with the help of two nurses. She was 
also encouraged to be up in a chair part of the 
day. One month after admission there did not 
seem to be any improvement in the neurological 
symptoms. She was then started on raw liver 
at the rate of a pound daily. The reticulocytes 
showed a secondary rise to 2.1 per cent. The 
red count increased to 3,000,000. Four days 
later she developed a painful pleural friction 
rub over the left lower chest ; temperature 103°. 
She was then put back to bed. The rub and pain 
disappeared in a few days, but she continued to 
run a slight evening temperature. She was 
kept in bed. The leukocyte count was 15,000 
at this time. 

About ten days later, six weeks after admission, 
she began to show swings of temperature from 
98° to 103° and pulse to 100. At that time ex- 
amination showed pitting edema of the right 
lower leg and tenderness, most marked in the 
popliteal space. A diagnosis of phlebitis was 
made. Four days later the edema had extended 
to the thigh and there was return of a loud frie- 
tion rub which was audible and palpable in the 
left axilla without other evidence of pulmonary 
embolus. The temperature at that time was 
swinging from 98° in the morning to 101° at 
night. She was still taking one pound of raw 
liver daily. The red count was 3,000,000, a gain 
of nearly a million since admission. 

Three days later she became unable to void 
and from that time required catheterization. The 
pleurisy continued, with slight fever. About 
nine days after the onset of the phlebitis in the 
right leg, edema and tenderness of the left lower 
leg began. Two blood cultures at that time were 
negative. She looked distinetly ill. On May 
17, nearly two months after admission, she de- 
veloped a generalized rash which faded in a 
few days and was thought by a skin consultant 
to be due to luminal. Her condition remained 





Volu 
Num 


abo 
tis 
ora 
0 
pla! 
acti 
not 
ing 
liev 
tha 
con 
Th 
we 
she 
Th 
¢0l 
the 
ins 


—as a 2 a so 4 ed 








al 


S 
e 
t 
H 
r 
S 


— a we 





Volume 203 
Number 8 


CABOT CASE RECORDS 


371 








about the same for a week, with signs of pleuri- 
tis but no pleuritic pain. She seemed to be 
gradually going downhill. 

On May 24, three days before death, she com- 
plained of inability to get her breath without 
actual objective dyspnea. The lungs showed 
nothing except rales at the bases. The follow- 
ing day she had some abdominal distention re- 
lieved by the usual measures. At half-past nine 
that evening she was moderately dyspneic and 
complained of epigastric and precordial pain. 
The heart sounds were of good quality and there 
were no new signs in the chest. The next day 
she seemed a little better and more comfortable. 
That evening, however, the epigastric and pre- 
cordial pain returned, not apparently due to 
the slight distention that she had. The follow- 
ing morning she was found pulseless. When 
seen by the house officer she was moderately 
cyanotic, breathing at the rate of 28 to 30 and 
able to respond. She complained of epigastric 
pain radiating to the left upper quadrant. 
There was slight distention of the abdomen. The 
pulse could not be obtained. Heart sounds weak 
and rapid. Moist rales in both lungs to mid- 
scapular region. No friction rub made out. She 
was given morphia and adrenalin and became 
quieter, but sank gradually through the day, 
still complaining of epigastric pain. She passed 
very little urine that day. Toward the end the 
breathing became more labored without obvious 
cardiae failure or pulmonary edema. She was 
found dead at seven o’clock that evening. two 
months after her admission to the hospital, six 
months after the onset of her illness. 


CLINICAL Discussion 

BY GERALD BLAKE, M.D. 

There are two striking things in this ease. 
First the appearance of pleuritis before any 
evidence of phlebitis and thrombosis. The first 
pleuritis, which was probably dependent on 
the phlebitis we had not found, came on al- 


most a week before we got evidence of 
phlebitis. The other striking thing is the 


rather insidious manifestations of what proved 
to be pulmonary thrombosis in this ease. 
The base of the right lung, which she complained 
about for three days before death, showed noth- 
ing but a little moisture to any of our examina- 
tions up to the time she died. Another thing of 
interest in this case is the evidence that she 
showed of a septic thrombosis without any obvi- 
ous reason for sepsis. A great proportion of pri- 
mary anemia cases do show thromboses and do 
take care of them pretty well. These hospital 
cases are more prone to show septic thrombosis 
than the others. I do not know any explanation 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD ) 


Combined system disease. 

Femoral thrombophlebitis with probable ex- 
tension upward. 

Acute fibrinous pleurisy, left. 


ANATOMIC DIAGNOSES 


Thrombophlebitis of both femoral veins and 
the lower third of the vena cava. (Strep- 
tococeus hemolyticus. ) 

Septic infarets of the lung. 

Acute fibrinous pleurisy. 

Central necrosis of the liver. 

Pulmonary embolus. 


PaTHOLoGic DIscUSSION 


Dr. Tracy B. Matiory: The autopsy showed 
most of the things that were expected. There 
was a thrombosis of both iliae veins extending 
well down into the legs and ascending upward 
three centimeters into the vena cava, so that the 
venous return through the cava was almost com- 
pletely blocked. The lungs showed infarcts of 
several days’ duration. Evidence of sepsis was 
apparent around one or two of these. There 
was bilateral fibrinous pleurisy. The majority 
of the infarcts were as usual in the right lower 
lobe. One complete surprise was a large pul- 
monary embolus, undoubtedly a terminal event, 
which completely filled the major branches of 
the right pulmonary artery. ‘Just how long that 
had been there is of course impossible to de- 
termine. There was nothing in the history to 
suggest a sudden change at the end. Cultures 
from the pleural cavities showed hemolytic 
streptococcus, which J think was undoubtedly 
the organism which caused the thrombosis. 

The first section is from one of the femoral 
veins. It shows a complete thrombosis and a 
slight lenkoeytie infiltration of the wall. This 
particular portion shows relatively slight evi- 
dence of infection. I think it very probably 
represents a secondary or propagated portion of 
erowth beyond the original, septic growth. 

This second section is from the lung. Down 
in one corner is an embolus, from the edge of 
which a septic pneumonitis extends out into the 
surrounding lung tissue. In the small vessels 
numerous other emboli or thrombi, we cannot 
distinguish which with certainty, are present. 

The liver shows very extensive central nee- 
rosis. Fully three-quarters of the lobular cells 
are undergoing autolysis and are being invaded 
by polymorphonuclears, which are attempting to 
digest and remove the necrotic products. 

The last section is from the vertebrae, the 
bone marrow presenting a relatively normal pic- 
ture. I do not believe from this section it is 
possible to make a diagnosis of pernicious 
anemia. There is a considerable number of fat 
cells present, a slight degree of hyperplasia, and 





for that except that the general resistance may 
be poorer than that in the other cases we see. 


in some areas there are rather larger and more 
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focal collections of nucleated red cells than is 
common. There is no question at all but that 
the liver has got in its work and that the bone 
marrow is fast coming back to normal. 

Dr. Wyman RicHarpson: I wonder if the ef- 
fect of liver in increasing the platelets in the 
blood stream may not have had some bearing on 
the cause of the original thrombus. All the cases 
I have seen have occurred during treatment 
with liver. I wonder if it is wise, as is sometimes 
done, to put these people to bed when they have 
been up and about before they came into the 
hospital. Another question is whether it would 
be possible, if the diagnosis of phlebitis could 
be made clinically, to attack from the surgical 
point of view and prevent extension into the 
vital parts. 

Dr. Mattory: Would ligation of veins have 
been helpful in this case, Dr. Richardson ? 

Dr. Epwarp P. Ricuarpson: The indication 
for ligation of veins is in septic or suppurative 
phlebitis, which leads to multiple abscesses else- 
where. It is done extremely successfully in l- 
eation of the internal jugular vein in sinus 
thrombosis; rarely elsewhere. It has been rec- 
ommended in parametric suppurative phlebitis 
following childbirth, and can be carried out in 
the peripheral veins. Only a few phlebitis cases 
in the extremities are septic in the sense of form- 
ing metastatic abscesses. In pulmonary embo- 
lism the emboli usually occur before we recog- 
nize phlebitis. Where we have definite phlebitis 
we do not expect emboli from the veins in- 
volved in phlebitis. To prevent pulmonary em- 
bolism we should have to tie off normal veins 
at an indefinite level. 

Dr. Mauuory: Of course at the time of au- 
topsy a tie in the middle of the lower third of 
the vena cava probably would not have done 
any good, the thrombosis had extended so high. 

Dr. Wyman Ricnarpson: That was exten- 
sion upward. 

Dr. James H. Means: What has been the re- 
sult of the institution of thyroid administration 
for the prevention of postoperative thrombosis 
and embolism ? 

Dr. Matuory: The last I heard the two serv- 
ices were going neck and neck,—one with and 
one without thyroid. 

Dr. Means: I suppose thyroid could be given 
on two seores here, to prevent thrombosis and 
to increase the low metabolic rate. The patient’s 
metabolism was —14, not very low, but still 
lower than we regard as normal. Usually in per- 
nicious anemia the variation is in the other direc- 
tion. When the metabolism is below normal in 
pernicious anemia there is reason to believe that 
thyroid may contribute something to blood re- 
generation which liver alone cannot. We have 
seen several patients with both pernicious 
anemia and myxedema in whom each disease re- 
sponded to its appropriate remedy. This em- 


phasizes the point that all pernicious anemia pa- 


———— 


tients should have metabolic rates done, and all 
myxedematous ones gastric analyses and careful 
blood studies. 


Dr. Matutory: Have you noticed in pul- 
monary embolus cases whether many have had 
previous minor emboli or have shown infarcts 
as well as fatal major pulmonary embolism? . 


Dr. FrepertcK T. Lorp: That is so. It is 
one of the warning manifestations in our series, 
It is particularly valuable in a case in which 
after operation or delivery there is reason to be- 
lieve there may be a latent thrombophlebitis. Of 
course the diagnosis of pulmonary embolism is 
difficult, and any lead from such warning mani- 
festations as breaking away of pieces with re- 
sulting pleurisy with or without bloody sputum 
will help to determine that this event is embolic 
in origin. There is a confusing group of situ- 
ations that arise simulating pulmonary embo- 
lism. (1) In the first place there are cases of 
sudden postoperative death for which no cause 
is found at autopsy. (2) Then there is a small 
group of patients who have a first and fatal at- 
tack of coronary thrombosis which may be pain- 
less. (3) There is a third very important group 
of eases which without physical examination 
may be thought to be pulmonary embolism. They 
have acute total pneumothorax, which gives a 
picture that is the same clinically as pulmonary 
embolism, that is, sudden shortness of breath 
and pallor followed by cyanosis with feeble and 
rapid pulse, passing over very shortly into un- 
consciousness and at times ending fatally. The 
pathologie physiology of acute total pneumo- 
thorax is that of pulmonary embolism with cere- 
bral anemia and sudden serious cardiac embar- 
rassment. (4) The fourth group is of patients 
who do not have a large embolus blocking the 
main stem or a primary branch, but a seattering 
of small emboli blocking many smaller branches 
of the pulmonary system. This group is unfor- 
tunate because operative interference would not 
be successful. In this ease, Dr. Mallory, the ob- 
struction may have been present for some time? 

Dr. Mauwory: I think it possible that it may 
have been present several hours. The block is 
sometimes on one side only and occasionally they 
can live a long time under the circumstances. 
We have recently had a case which is soon to 
be reported of a complete thrombosis of the right 
pulmonary artery which must have been present 
for weeks or months in view of the degree of or- 
ganization found. 

Dr. Lorp: There are two cases reported by 
Hart with advanced organization following total 
occlusion of a main division of the pulmonary 
artery, indicating a long previous duration, an- 
other by Barnes and Yater with thrombi thought 
to have been present for two years in both pri- 
mary branches, and still another by Jump and 
Baumann with a large thrombus in the main 
stem and both branches, almost occluding the 





lumen and apparently not immediately fatal. 
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Partial occlusion of the main stem or complete 
block of a primary branch is not necessarily 
fatal. 





CASE 16342 
THE DANGER OF DELAY 
SURGICAL DEPARTMENT 


A Russian Jewish peddler of fifty-eight en- 
tered March 12 complaining of pain in the left 
knee. 

Twenty years before admission, when he was 
in excellent health, he became very ill and pros- 
trated without known cause. On recovering he 
found that both legs were swollen near the knee 
joints and very painful. Motion of the knee 
joints was greatly limited. A small sinus in the 
skin above the lateral aspect of the left knee 
discharged pus. The pain and limitation of mo- 
tion had persisted-in some degree. Two months 
ago a few small hard fragments were discharged 
from the old sinus. This occasionally bled now 
when he stood. In the past two months pain 
about the left knee had become very severe, in- 
terfering with sleep. It was often associated 
with low backache. He had lost considerable 
strength in the past two months, and had also 
had delay in starting the urinary stream. He 
had had nocturia twice to four times a night 
for three years. 

The family history is not significant. 

He had always been well and strong until the 
present illness, and had had no other illnesses. 
His bowels had ‘‘always’’ been constipated. 

Clinical examination showed an undernour- 
ished man with pigmented and keratotic skin. 
Flat chest. Lungs clear. Heart sounds of poor 
quality. No enlargement made out. First sound 
reduplicated at the apex. Abdomen negative. 
Both femora and tibiae greatly thickened, the 
left more than the right, with nearly complete 
ankylosis of both knees. Skin heavily pigmented, 
with varices. Along the lateral aspect of the 
distal portion of the left femur were two large 
sinuses draining foul purulent material. Pupils 
normal. Reflexes not recorded. 

Before operation urine not remarkable, blood 
not recorded, Hinton negative. 

Temperature and respirations before opera- 
tion not remarkable. Pulse 72 to 100. 

X-ray examination showed a diffuse path- 
ologie process involving the lower two-thirds 
of the shaft of the right femur and the entire 
shaft of the left tibia, the upper portion of the 
left fibula and also the left femur. The process 
was characterized by increase in size of the 
bones with thinning and irregularity of the cor- 
tex and irregular areas of increased and dimin- 
ished density scattered throughout the bone. 
The trabeculae were not coarse. The knee joints 
did not appear to be directly involved, although 
they showed some hypertrophic changes. ‘‘The 


appearance is that of an old osteomyelitis involv- 
ing both femora and the left tibia and fibula.”’ 
The pelvis and lumbar vertebrae were normal 
except for narrowing of the eleventh dorsal and 
a spur formation about its edges, possibly due to 
an old fracture. 

The extremely foul cavity in the femur was 
irrigated with Dakin’s solution. Mareh 17 inci- 
sion and drainage was done. A very large cav- 
ity was found in the bone filled with foul 
necrotic material, some of it so unusual in char- 
acter for osteomyelitis that a specimen was sent 
for pathologic examination. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 


The interest in this case is twofold, first the 
behavior and treatment of chronic osteomyelitis 
and second the emphasis on the danger of long 
continued chronic irritation. It often happens 
that osteomyelitis is a fulminating, painful surgi- 
eal emergency. Such a ease, because of the 
severity of symptoms, falls into the surgeon’s 
hands and is given adequate drainage in the 
majority of cases. There is the other type of 
ease such as is illustrated here, where the onset 
is gradual, but it may be none the less exten- 
sive and damaging; and again, as in every sup- 
purative process, it must be remembered that 
the only satisfactory treatment is adequate 
drainage. This was not done in this case. It is 
true that he did get at the time spontaneously, 
and has had ever since. enough drainage to keep 
him from suffering to the point of ineapacity. 
This has allowed him to go along from month to 
month until this long twenty year period has 
elapsed. 

The X-ray picture speaks for itself on descrip- 
tion. 

The treatment, of course, is obvious. The os- 
teomyelitis must have adequate drainage, re- 
moval of sequestrae so far as possible, and a 
chance even at this late date to granulate in and 
develop new bone. 


FURTHER HISTORY 


A pathologie report of epidermoid carcinoma 
was returned on the specimen from the cavity in 
the femur. 

The wound drained profusely. The odor was 
very foul. There was no temperature reaction. 
On March 25 a Tumor Clinie consultant report- 
ed: ‘‘Skin margins of wound not suggestive of 
earcinoma. Material lining cavity is suggestive. 
X-rays do not suggest metastatic carcinoma. In- 
guinal and saphenous nodes suggest metastasis. 
Advise further biopsies. Later either high am- 
putation with dissection of groin, or no treat- 
ment. Chest plate—remote disease? Radiation 
therapy has nothing to offer.’’ March 28 another 
Tumor Clinie consultant reported: ‘‘No evi- 





dence of lung metastasis. Should advise high 
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amputation and removal of saphenous glands.”’ 

April 1 disarticulation of the left hip joint 
was done under spinal novoeain. <A short ver- 
tical incision was made over the middle part 
of Poupart’s ligament sufficiently large to isolate 
the femoral artery and vein. In doing this a 
number of glands were encountered, one of 
which was removed for biopsy. The report was 
chronic inflammation. The vessels were then li- 
gated separately and cut. The incision in the 
skin was carried downward for about two inches 
below Poupart’s ligament and then brought 
medially and posteriorly to a point about five 
inches below the groin on the inside of the thigh. 
From this point it was earried around dorsally 
and then sloped upward on the outside of the 
thigh across the middle of the greater trochanter 
and brought forward to meet the first incision. 
This was then carried down through the fascia 
and the muscles. In doing so the femoral nerve 
in front was isolated and injected with 95 per 
cent alcohol. When the sciatic nerve was found 
in back it was treated in the same way, with 
the addition of a continuous eatgut ligature ap- 
plied to the proximal cut end. After all the 
muscles were divided the hip joint was opened, 
the capsule eut completely around and the leg 
removed. This left the ligamentum teres, which 
had to be tied. The posteromedial flap which 
resulted was then brought upward. In so doing 
the abductor muscle group, which was part of 
this flap, filled up the acetabular cavity very 
readily. Numerous deep sutures of contin- 
uous catgut were placed in the fascia and mus- 
cle tissues and several plain ones in the subeu- 
ticular fat. The skin edges were then approxi- 
mated with silk. 





On pathologic examination the cavity was 
found to be 13 centimeters long, 3 to 6 in width 
and 4 to 5 in depth. A report of chronie osteo- 
myelitis and epidermoid carcinoma was returned. 


The operation was completed in thirty-one 
minutes. There was very little loss of blood. The 
patient showed extraordinarily little shock, due 
largely to the spinal anesthesia and to the ex- 
peditiousness of the operation. He did very well 
for the first week. Later he complained a good 
deal of shooting pain in the amputated foot. 
The wound showed two purulent areas. The 
chart continued flat. With mereurochrome and 
alcohol dressings these areas cleared up. June 
29 he was discharged with the wound well 
healed. 


FurtTHER Discussion 


Another picture comes in with the discovery 
that there has developed on the basis of this 
twenty year pathology an epidermoid earci- 
noma. After careful study and discussion, it 
seemed wise to offer him the chance of high am- 
putation. Accordingly a hip joint amputation 
was done under spinal anesthesia, which blocked 
shock. The large nerves were injected with 
alcohol for the same purpose. He made an 
uninterrupted convalescence. In fact he did so 
well that at the present time he has been fitted 
to an artificial appliance which he is beginning 
to use satisfactorily. 


DIAGNOSES 


Epidermoid carcinoma of the left femur. 
Chronie osteomyelitis. 
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THE NATION’S DEATH RATE 


THE joint committee on health problems of 
the American Medical Association and the Na- 
tional Educational Association has revised its 
statistics for the first time since 1924, and its 
report has been summarized in The New York 
Times. 


The death rate of the nation as a whole has 
been halved since 1900, diphtheria and typhoid 
fever in particular having experienced a 95 per 
cent. reduction in mortality. The reduction in 
diphtheria mortality, of course, is due to the 
wide use of antitoxin and toxin-antitoxin; that 
in typhoid and paratyphoid fever to filtration 
and chemical treatment of water, pasteurization 
of milk and the control of carriers. In mass ex- 
amples, such as in the army, vaccination has been 
of great value. The death rate from these 
enteric diseases was 34 per 100,000 in 1900, and 
4.9 per 100,000 in 1928. The reduction in mili- 
tary life is still more striking, the death rate 
from typhoid fever having been 1,961 among 
every 100,000 soldiers in the first two years of 





the Civil War, and five among 100,000 during 
the first two years of the World War. 

An appalling toll is still paid to sickness, how- 
ever, American tax payers still paying more 
than $927,000,000 annually to care for three 
major groups — $800,000,000 for tuberculosis, 
$90,000,000 for heart disease, and $37,000,000 
for the physically handicapped. It is estimated 
that the deaths from tuberculosis alone cost the 
people of the United States over $1,500,000,000 
a vear. 

The general death rate has been cut from 
20-30 per 1,000 of population in 1900, to 12 per 
1,000 in 1928. This has meant an increase in 
life expectaney from 30 years in 1850 to 50 
years in 1925. Infant mortality has been re- 
duced from 16 per 100 births in 1900 to seven 
as at present. The monetary value of a newly 
born boy’s life has thus been increased from 
$7,553 in 1924 to $9,333 in 1929. 

The death rate from tuberculosis has de- 
creased from 194 per 100,000 in 1900 to 79 per 
100,000 in 1928. This decrease is considered to 
be due largely to improved economie conditions, 
educational campaigns and increased facilities 
for early diagnosis and hospitalization. The 
least improvement, however, has occurred in the 
age group from 15 to 24 years, and in this group 
chiefly among girls and young women. 

It is estimated that there are in the country 
75,000 blind, 45,000 deaf and dumb, and well 
over 300,000 mental defectives, as well as more 
than 700,000 persons crippled to an extent that 
interferes with their earning a living. The ex- 
pense of maintaining these individuals amounts 
to more than $100,000,000. 





A FEATURE OF THE REGISTRATION 
LAW OF CONNECTICUT 


In Connecticut the State Department of 
Health is required by law to send to all physi- 
cians, Osteopathic Physicians, Natureopathic 
Physicians, Chiropractic Physicians, Registered 
Nurses, Midwives and Chiropodists a list of 
those registered in Connecticut under the cor- 
responding designation with the request that 
each person receiving the list will report to the 
State Department of Health the name and ad- 
dress of any unregistered person known to be 
practicing any branch of the healing art or 
any subdivision thereof, with the proviso 
that the names of persons giving this informa- 
tion will not be divulged. 

All registered persons under the designations 
appearing above pay an annual registration fee 
of two dollars. 

Under the law Connecticut seeks to enlist the 
services of all persons registered in the branches 
or subdivisions of the healing art in the en- 
forcement of the law. 

There does not appear to be any remuneration 
for this service. The State appears to wish 
for voluntary detective work. 
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This has always seemed unfair, for the prin- 
ciple underlying registration laws is that of 
protection for the people of a State against in- 
competent service. This is a police function 
and should be covered by general taxation but 
here as in most states the fee charged for reg- 
istration is in excess of the cost and is therefore 
a revenue producing measure or a so-called oc- 
cupation tax. State laws seek to protect the 
people against fraud in business but do not levy 
an occupation tax on the merchant beyond the 
value of his stock in trade. There may be 
eround for an academic discussion here as in 
other forms of taxation but the registration tax 
is so thoroughly entrenched that there is little 
likelihood of any radical change. Registration of 
members of a profession should not, we contend, 
be for purposes of revenue, but simply as a pre- 
ventive of incompetence or fraud. 





SIR GEORGE LENTHAL CHEATLE 
ON CANCER 


Sir G. L. Cueatie, Chief Surgeon of King’s 
College Hospital, London, England, while en 
route to the British Medical Association meet- 
ing in Winnipeg discussed the cause of cancer 
while visiting New York physicians. 

H[e believes that ‘‘there is a one time zone 
when previously harmless stages of growth are 
likely to become cancer’’. 

Tliis idea suggests the invasion of the body 
by some fresh or unknown factor at a critical 
time or that the different parts of the whole 
evcle form a continuous process and one part 
passes from one stage to the ‘‘final catastrophe 
of cancer’’, 

To one with less fertile imagination this sug- 
eestion of Sir Cheatle does not lead to any ex- 
pectation of a solution of the cancer mystery. 





THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 


Goop, Frepertck L. M.D. Harvard 1904. 
F.A.C.S. Clinical Professor of Obstetries, Tufts 
College Medical School. Instructor in Gyne- 
cology, Harvard Medical School. Visiting Sur- 
veon for Gynecology and Obstetrics, Boston 
City Hospital. Consulting Gynecologist and 
Obstetrician, Somerville Hospital and Framing- 
ham Hospital. Consulting Obstetrician, St. 
Elizabeth’s Hospital and Cambridge City Hos- 
pital. His subject is: ‘‘Foreeps, Version or 
Caesarean Section?’’ Page 341. Address: 20 
Commonwealth Avenue, Boston. 


DANNREUTHER, WALTER T. M.D. Long Island 
College Hospital 1906. F.A.C.S. Professor of 


Gynecology and Director of the Department, 
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New York Post-Graduate Medical School and 
Hospital. Consulting Gynecologist, Lutheran 
Hospital of Manhattan, Broad Street Hospital, 
Pan-American Hospital and House of the Holy 
Comforter (New York City). His subject is: 
‘‘Some Useful Office Procedures in Gynecolog- 
ical Therapy.’’ Page 351. Address: 580 Park 
Avenue, New York City. 





SEWALL, C. WESLEY. 
School of Medicine, 


M.D. Boston University 
1914. F.A.C.S. — Ob- 
stetrician, Robinson Memorial, Massachusetts 
Memorial Hospitals. Assistant Professor of 
Obstetrics, Boston University School of Medi- 
cine. Consulting Obstetrician, Leonard Morse 
Hospital, Natick. His subject is: ‘‘Some Ob- 
servations on the Present Status of Low Cer- 
vieal Caesarean Section.’’ Page 356. Address: 
510 Commonwealth Avenue, Boston. 


Berman, Savi. A.B., M.D. Harvard 1920. 
Assistant Obstetrician to Out-patients, Boston 


Lying-in Hospital. Assistant in Obstetrics, 
Harvard Medieal School. Assistant Obstetri- 


cian, Massachusetts General Hospital. Gyne- 
ecologist to Out-patients, Beth Israel Hospital. 
His subject is: ‘‘Observations in the Toxemic 
Clinic, Boston Lying-in Hospital, 1923-30.” 
Page 361. Address: 483 Beacon Street, Boston. 


Hawes, Joun B.. 2np. A.B., M.D. Harvard 


1903. President, Boston Tuberculosis Associa- 
tion. Address: 11 Marlborough Street, Bos- 
ton. Associated with him is: 


STonE, Moses J. M.D. Tufts College Medical 
School 1921. Formerly on the Staff in the 
Tuberculosis Department, Massachusetts State 
Infirmary, Rutland and Westfield State Sana- 
toriums. Now, Examiner in the Tuberculosis 
Clinies, Boston Health Department. Visiting 
Physician, Massachusetts Memorial Hospitals, 
Chest Clinic, Out-patient Department. Assis- 
tant in Medicine, Beth Israel Hospital and Bos- 
ton University Medical School. Address: 11 
Marlborough Street, Boston. Their subject is: 
‘*Closed Pneumolysis or Jacobeus Unverricht 
Operation as an Aid in Artificial Pneumo- 
thorax.’’ Page 366. 


WETHERILL, Horace G. M.D. University of 
Pennsylvania School of Medicine 1878. F.A.C.S. 
Formerly, Professor of Gynecology and Ab- 
dominal Surgery, Medical Department, Uni- 
versity of Denver. A founder and sometime 
member of the Board of Governors, American 
College of Surgeons. Past President, Colorado 
State Medical Society, 1906; Western Surgical 
Association, 1923 and Gynecologic Section, 
American Medical Association 1911. A founder 
and Chairman of the Organization meeting of 
the Pacific Coast Surgical Association. Surgeon 
to various hospitals in Trenton, New Jersey and 
Denver, Colorado, ete. Now retired. His sub- 
ject is: ‘‘Slipshod Surgical Diagnosis.’’ Page 
367. Address: Monterey, California. 
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THE MEMORIAL TO DR. J. 8. STONE 


AN announcement of a plan to establish a 
memorial to Dr. James S. Stone appeared in the 
Journal of May 1, 1930. 

This plan was devised by a few of Dr. Stone’s 
friends with the purpose of making the memorial 
supplementary to his work in connection with 
the campaign to raise funds for the extension of 
the Boston Medical Library and a home for the 
Massachusetts Medical Society. 

The arrangement under which the joint cam- 
paign for this purpose has been carried on was 
a division of the proceeds, the Library to receive 
five-sixths and the Society one-sixth. In this 
memorial to Dr. Stone the same division of the 
contributions will be made except in one instance 
where five dollars was specifically allocated to 
the Library. 

In order to perpetuate Dr. Stone’s name a 
plate will be made on which the following legend 
will appear which will be stamped on all publica- 
tions purchased by the Library from the income 
of this fund: 


Boston Medical Library 
In Memory of 
James Savage Stone 


The part which will accrue to the Massachu- 
setts Medical Society will become a part of the 
endowment already created. 

Contributions from 74 persons amounting to 
$1404 have been received. This has been aug- 
mented by interest of $1.80, making a total of 
$1405.80. The expenses for printing and post- 
age amount to $120.89 leaving a balance of 
$1284.91. Of this, the library portion is 
$1071.59 and that for the Society is $213.32. 

From the total amount the cost of the plate 
must be dedueted. This, however, will not be 
large. 


<ttit 


THE BOSTON MEDICAL LIBRARY 


PERCIVAL POTT: 1714-1788 


ALL during the period covering the history of 
America’s Colonial development, up to the time 
that the colonies had their own medical schools, 
the most ambitious of those who elected to enter 
the profession of medicine sought their train- 
ing in the Universities of Great Britain and on 
the Continent of Europe. The nature of the 
training they acquired was largely determined 
by the character and attainments of the men 
under whom they studied. It is therefore espe- 
cially pertinent at this time, which marks the 
celebration of New England’s early colonial ex- 
periences, to pass in review the lives of some 
of those who influenced the beginnings of medi- 
cal practice in the colonies. Among those whose 
teachings and practice shaped the education of 
many a New Englander who crossed the Atlantic 
to acquire his medical training the name of 
Percival Pott stands out conspicuously. There 








the locality where he first saw the light of day 
that contributed to the rugged simplicity of 
his character and the soundness of his views, 
for he was born in London on land which the 
Bank of England adjoined and _ eventually 
spread over. This was in Threadneedle Street, 
on the sixth of January, 1714. Pott’s father 
was a Scrivener, who died three years after his 
son’s birth, leaving very little property. In 
fact all there was of his father’s estate (less 
than five pounds) that came to his son was 
found in a box among: his papers in 1788, after 
his own death. His mother was assisted by 
relatives and in 1721 Percival was sent to a 
private school in Kent. He early evinced an 
interest in surgery and in 1729 was apprenticed 
for seven years to Edward Nourse, who was at 
that time an assistant surgeon to St. Bartholo- 
mew’s Hospital and for the privilege of this 
indenture his mother paid £210. His preceptor 
gave private lessons in Anatomy and a part of 
Pott’s duty was to prepare the subjects for 
demonstration. The tradition of serving as a 
prosector to some prominent surgeon is one that 
was brought to this country from Europe and 
was the vogue for many years, possessing ad- 
vantages not fully appreciated at the present 
time. In September 1726 the records of the 
Barber Company show that Percival Pott was 
admitted to the ‘‘freedom of the company upon 
the testimony of his master’’. He remained 
in this society until its dissolution in 1743, after 
which he took an active part in organizing the 
Corporation of Surgeons, filling various offices 
up to that of Governor, to which he was elected 
in 1765. In 1744 he became assistant surgeon, 
and in 1749 full surgeon, to St. Bartholomew’s. 

He continued in active service to this insti- 
tution until 1787, the year before his death. He 
was elected to the Royal Society in 1764 and 
in 1786 and 1787 respectively he was given hon- 
orary membership in the Royal College of Sur- 
geons of Edinburgh and the Royal College of 
Surgeons of Ireland. Upon his resignation as 
surgeon to St. Batholomew’s he was chosen Gov- 
ernor in recognition of his long and honorable 
service. Through a considerable period of his 
activity as a surgeon he was associated with 
John Hunter. This association began in 1753 
when they were both chosen to the Court of As- 
sistants to the Corporation of Surgeons and at 
Pott’s death John Hunter was selected to fill the 
vacancy created by his demise. 

Both Pott and John Hunter began their lit- 
erary careers about the same time, the former 
was led to do so because of the accident which 
contributed one of the reasons for his fame, viz. : 
the fracture which is commonly ealled by his 
name. Pott’s reputation up to this time had 
rested largely upon his clinical work but from 
then on his clear and convincing style served to 
spread his fame far and wide and though he 
had not the scientific outlook that his pupil 
John Hunter possessed, yet he was a far more 





may have been something in the environment of 


‘‘compleat surgeon’’ as Sir James Paget has 
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said, and ‘‘generally appears more thoroughly 
instrueted’’. Wadd says of him ‘the was the 
first surgeon of his day, and a scientific writer 
remarkable for the classic purity of his style, 
the scrupulous precision of his definitions, and 
the unerring closeness of his argument’’. He 
always maintained a wholesome skepticism and 
though he read extensively he was not hampered 
by the ideas he derived from his reading but 
relied upon his own observations and good sense. 
A perusal of his ‘‘tract’’, as he calls it, ‘‘on 
the useless state of the lower limbs in conse- 
quence of curvature of the spine’’ will give one 
an excellent idea of the truth of what has been 
said elsewhere by D’Arey Power as to the con- 
cise expression and close reasoning which char- 
acterized his writings. He married late, after 
the death of his mother to whom he was de- 
voted, and the respect in which he was held 
by his large family, five sons and four daughters, 
is touchingly referred to on the tablet in the 
chancel of St. Mary’s, Aldermary, where he was 
buried. This was written by his third son, Jo- 
seph Holden Pott, Archdeacon of St. Albans and 
London. ‘‘His high character and blameless life 
helped,’’ says D’ Arey Power, ‘‘to raise the sur- 
gveon’s social standing in this country’’ (Eng- 
land). His death was the result of exposure in 
line of duty whereby he contracted pneumonia 
from which he died on the twenty-second of 
December, 1788 at the age of seventy-four. 

One of the reforms in the surgery of his times 
that he fought to bring about was the abolition 
of the harsh treatments by means of escharotices 
and the actual cautery which were so generally 
employed. The cautery is said to have been 
kept heated ready for use in anticipation of the 
surgeons’ visits, so constant was the eall for it. 
His chief contributions were to the surgery of 
hernia, lachrymal fistula, wounds and injuries 
to the head ineluding fractures of the skull, 
fistula in ano, fractures and dislocations, radical 
cure of hydrocele, cataract, ‘‘chimney sweeps’’ 
cancer, gangrene of toes and feet, nasal poly- 
pus, paralysis occurring in spinal curvature, 
amputations, and a great many minor matters 
treated by short papers in the Philosophical 
Transactions from 1741 to 1764. His complete 
works have appeared in several editions, the 
London edition of 1790 with an introduction by 
Sir James Earle is perhaps the best. His lec- 
ture course on Surgery at St. Bartholomew’s 
was without doubt the best in London at that 
period. 


<i 
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MISCELLANY 


A CONFERENCE TO REDUCE THE USE OF 
HABIT FORMING DRUGS 





A study of the possibilities of diminishing the use 
of opium and cocaine is under way as a result of 
a conference in Washington, August 12, 1930 
called by Surgeon General Cumming. 


r 





In the first place the narcotic bureau will de- 
termine the limits to be placed on the legal impor- 
tation of such drugs, the details to be arranged af- 
ter a subsequent conference. 

Dr. William Charles White, chairman of the na- 
tional research council’s drug committee, recom- 
mended the replacement of habit forming drugs by 
the use of synthetic products which are not so 
likely to lead to addiction. He suggested securing 
the codperation of the American Medical Associa- 
tion in a study of the normal medical and scientific 
requirements and analyses of hospital records, pre- 
scriptions, and with the American Pharmaceutical 
Association, the sale and use of exempt preparations 
sold for medicinal purposes. 

He further recommended field studies of mor- 
bidity and mortality to determine if possible the 
amount and character of illness to be expected and 
an educational program through physicians and 
patients. 

Dr. Charles E. Terry of New York reported that 
in Detroit the per capita use of narcotic drugs 
amounts to about nine grains per year and in six 
other cities the variation is from 3.5 grains to 17 
grains. In two of the cities where the largest 
figures apply, addicts are treated. 





MEDICAL SERVICE IN FEDERAL PRISONS 


On May 13, 1930, the President approved an Act 
of Congress which authorized the United States 
Public Health Service to provide medical service in 
Federal penal and correctional institutions under 
the Department of Justice. Henceforth the medical 
and psychiatric work in Federal prisons will be 
supervised and furnished by personnel of that Serv- 
ice. This new legislation is considered important 
in the field of penology and mental hygiene, and 
is part of the program for improving the conditions 
in Federal prisons, and also an effort to promote uni- 
formity in the medical work of the Federal Govern- 
ment. 

It is obvious that important medical problems 
arise in connection with the detailed care of Fed- 
eral prisoners and that the medical service of a 
modern prison involves certain routine procedure 
and also certain research activities, the latter re- 
lating directly to the solution of medical administra- 
tive problems and to increasing the sum of knowledge 
concerning technical medical questions. The routine 
requirements of a prison medical service involve 
the psychiatric examination and classification of 
prisoners and the treatment and _ supervision of 
all mentally diseased inmates. It also involves the 
conduct of physical examination sufficient in scope 
to permit of the prompt recognition and correction 
of physical defects and diseases. All the necessary 


facilities for reasonably meeting these requirements 
are largely technical 
questions. 

The psychiatric examination and classification of 
inmates is of very great value to those concerned 
with the application of disciplinary measures; with 
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the protection of the mentally disordered inmate; 
with the protection of other inmates and employees; 
with the treatment of prisoners generally; with 
the transfer of mentally disordered persons to insti- 
tutions most suited to give specialized care; and with 
the subject of parole and discharge of inmates.— 
U.. 8. P. . 8. 





RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS, JULY, 1930 


GENERAL PREVALENCE 


The total number of cases reported in July of this 
year is about eight hundred more than for the cor- 
responding month last year, due in part to the greater 
frequency of measles, whooping cough and German 
measles and to the better reporting of gonorrhea and 
syphilis. 

The decrease in reported diphtheria noted in May 
and June was continued through July with the result 
that we have for that month the next lowest re- 
ported number of cases in twenty-five years. The 
typhoid fever record was also low for July. 

Cerebrospinal meningitis, mumps, chicken pox, 
influenza and scarlet fever all show a moderately de- 
creased prevalence over the corresponding month of 
last vear. 

The good old standbys, lobar pneumonia, pulmonary 


tuberculosis and other forms of tuberculosis, hold 
even tenor all the way. 

Anterior poliomyelitis shows a greater increase in 
July of this year as compared with the correspond- 
ing month last year. 


RARE DISEASES 


Anterior Poliomyelitis was reported from Beverly, 
3; Boston, 7; Everett, 2; Lynn, 3; Malden, 1; New- 
ton, 1; Salem, 5; Somerville, 1; Stockbridge, 1; Wal- 
tham, 1; Weymouth, 1; total, 26. 

Dysentery was reported from Fall River, 1; Lowell, 
1; Worcester, 1; total, 3. 

Encephalitis lethargica was reported from West 
Bridgewater, 1; total, 1. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 1; Lowell, 1; Worcester, 2; total, 4. 

Malaria was reported from Boston, 1; Chelsea, 
Uxbridge, 1; total, 5. 

Rabies was reported from Quincy, 1; total, 1. 

Septic sore throat was reported from Boston, 
Braintree, 2; Fairhaven, 1; Ipswich, 2; Hamilton, 
Lowell, 4; Salem, 2; Taunton, 1; total, 17. 

Tetanus was reported from Boston, 1; Braintree, 
Everett, 1; Worcester, 1; total, 4. 

Trachoma was reported from Boston, 4; Cambridge, 
1; total 5. 

Undulant Fever was reported from Marlboro, 1; 
total, 1. 











MONTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES 


Cases in Entire Population 


July July 

1930 1929 
ALL CAUSES 5150 4372 
Ant. Poliomyelitis 26 4 
Diphtheria 134 239 
Ep. C. S. Meningitis 4 115 
Measles 1207 897 
Pneumonia, Lobar 107 119 
Scarlet Fever 231 303 
Tbe., Pulmonary 397 395 
Typhoid Fever 16 mye 
Whooping Cough 680) 649 
Chicken pox 213 412 
German measles 94 30 
Gonorrhea 668 ak 
Influenza 4 10 
Mumps 178 227 
Syphilis 301 83 
Tbe. Other Forms 55D 45 


Case. Rates per 100,000 Pop. 


Proso- Epi- July July Ex- 
demic demic 1930 1929 pected 
Index* Index** Rate*** 
= = 116.0 99.8 — 
21 5 6 x 5 
213 6 3.0 5b 4.8 
7 6 1 2 2 
1724 Bi pHi (es 20.5 38.9 
99 tt 2.4 2k 2.2 
419 6 5.2 6.9 9.4 
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736 9 15:3 14.8 16.6 
—- = 6.2 9.4 == 
— — 2 Fi -—- 
— — 15 6.2 ~~ 
— — ae 2 — 
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— — 6.8 1.9 -- 
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*This Index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 


to occur, and is for the purpose of comparison with the number 


of cases which actually did occur. 


**This ratio expresses how prevalent the disease is compared with the index mentioned above; 1.0 indicates that the actual 


number of cases equals the expected number. 
prevalence than expected. Thus, 2.0 would indicate twice the 
cases. 

Journal. 
***Calculated from the Prosodemic Index. 


A larger number means a greater prevalence, and a smaller number a lesser 


expected number of cases, and .5 half the expected number of 


The method used to determine the indices is described in the August 18, 1927 issue of the Boston Medical and Surgical 
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MENTAL DISORDERS AND THE PUBLIC 
HEALTH 


In a recent address, Surgeon General H. S. Cum- 
ming of the United States Public Health Service 
pointed out that the public health administrator of 
the present day is called upon from time to time to 
make new adjustments and new adaptations to meet 
the ever-changing conditions of modern life. He 
called attention to the fact that new diseases are 
being recognized and discovered which demand 
studies and investigations for their control and sup- 
pression; that old diseases lose their significance 
through changing virulence, a community immunity, 
modifications in living conditions, or the develop- 
ment of more accurate methods for their preven- 
tion, while still other diseases, long recognized, in 
time become of greater relative importance and sig- 
nificance to the public health official. 


The business of public health is constantly chang- 
ing. The dramatic and spectacular experiences in the 
suppression of disease, borne by insects, water, food, 
or other physical agents, occur less and less each 
year. But public sentiment has not been sufficiently 
aroused to demand the control and suppression of 
those diseases that are dependent for their preven- 
tion on the restriction of individual rights. In the 
field of public health, the restriction and control of 
persons, such as disease carriers, afford an altogether 
different problem from the restriction of things and 
the control of physical environment. New adjust- 


-ments must be made from time to time by health 


agencies to meet the spirit of the times. 

The necessity for directing efforts toward the pre- 
vention of mental disorders, toward the conservation 
of mental health, and toward the amelioration of ad- 
verse mental states is apparent by the ever-increasing 
number of persons with mental disorders seeking aid 
in public institutions. During the 50-year period 
from 1880 to 1930, the rate of persons under care in 
State hospitals for the insane alone had increased 
from 81 to more than 220 per each 100,000 of the gen- 
eral population. The rate had almost trebled, but 
the actual number of cases under care had increased 
to almost six times the number under care in 1880. 
The rapid expansion in public facilities for the care 
of the group comprising one form of mental illness— 
namely, the group for whom the public demands seg- 
regation—has entailed an enormous outlay of public 
funds for buildings and equipment, and required year- 
ly increases in expenditures for the care of inmates. 
This economic loss is of vital interest to legislators 


‘and practical administrators who are equally desir- 


ous of reaching an adequate solution of the problem. 
An intangible, but none the less important, aspect of 
such a situation is the economic loss to the commu- 
nity through invaliding so many people in the prime 
of life, and the suffering of individuals whose fam- 
ilies are not infrequently rendered impoverished by 
such diseases. 

The problem of the so-called insanities is only one 
of the several problems, for other mental disorders 
also claim attention. These include the mentally de- 
fective or feebleminded as they are more often 





termed. Their prevalence is not exactly known, but 
studies conducted by the Public Health Service, as 
well as by others, indicate that they may be found 
in the proportion of about 5 to each 1,000 of the gen- 
eral population. With this figure as a basis, it is 
estimated that there are at least 500,000 feeble- 
minded persons in the United States today. 


For a long time mental diseases were considered 
apart from general medicine and little effort was 
made to understand their nature or causes. In recent 
years, however, there has been an awakening of in- 
terest which has developed the specialty of psychi- 
atry more or less independently of other branches of 
medical practice. A traditional aversion toward 
those of unsound mind, shared by the medical pro- 
fession, probably operated in no small degree to 
produce this effect. Among other factors which played 
a part in this independent development was the seg- 
regation of mentally disordered persons in public 
institutions that were more or less isolated and re- 
mote from other centers of medical work, and also 
from a conscious or unconscious isolation on the part 
of workers engaged in this special field of medical 
endeavor. 


In approaching the problem of mental health, the 
public health administrator should contemplate the 
coordination of health activities with those institu- 
tional and communal forces that are called upon to 
minister to the needs of the mentally ill. A broad 
program of mental hygiene should consider where 
and under what conditions mental disease occurs 
and aid in developing appropriate means for the 
early recognition and treatment of mentally ill per- 
sons by providing adequate and suitable facilities for 
such purposes and by training personnel to under- 
take the work. 





THE NORTH SHORE BABIES’ HOSPITAL 
SALEM, MASSACHUSETTS 


With a total of 30 children on the road to health, 
the North Shore Babies’ Hospital, of which Repre- 
sentative Bayard Tuckerman, Jr., is the President, 
is continuing to reduce the infant mortality in the 
North Shore District. From the July report of Miss 
Dorothy Smith, R.N., superintendent, children from 
the following towns were cared for during the past 
month: Amesbury, Danvers, Gloucester, Ipswich, 
Lynn, Peabody, Hamilton, Rowley, Salem, Saugus, 
and Topsfield. 

The average daily census in July was 31.4 while 
29 children were nursed back to health and sent 
smiling to their respective homes. 

During the month of July donations other than 
money were received from Mrs. J. C. B. Smith of 
Salem, Mrs. Lawrence E. Pedrick of Salem, Mrs. J. 
B. Ethridge of Salem, Mrs. D. P. Grosvenor of Win- 
throp and Mrs. Henry R. Johnson of Salem. To 
these people the Directors of the North Shore Babies’ 
Hospital are indeed grateful for the gifts as well as 
the thoughtfulness in remembering these little 
patients. 
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SITES FOR SEVERAL VETERANS’ HOSPITALS 


Sites for several of the nine new veterans’ hos- 
pitals involved in the Veterans’ Bureau construction 
program will be chosen soon, according to oral state- 
ments on Aug. 16 at the office of the Director of the 
Bureau. 

The general locations in practically all States cov- 
ered in the program have already been determined. 

The program calls also for additions to 10 hos- 
pitals now existing, and this construction work is 
already under way. The bill (H. R. 234) covering 
the program, was approved by the President last De- 
vember, and makes $15,950,000 available immediate- 


ly for the new construction and for the building of 
additions. 

The latest action toward site selection was to 
choose the general vicinity of Tuscaloosa as a site 
for the new hospital to be erected in Alabama. This 
institution is to have 250 beds for general medical 
and surgical patients and will be equipped with facil- 
ities for a regional office. It will cost $1,100,000, it 
was said. 

The general site selected for Indiana is within a 
radius of 50 miles of Indianapolis. The new hospital 
there is to have 150 beds for all types of patients, 
but mainly for general’ medical and surgical patients, 
and also is to be equipped with facilities for a re- 
gional office. This work is to cost approximately 
$500,000. 

Waco or the vicinity has been selected as the gen- 
eral location for the hospital to be erected in Texas, 
and this hospital will be equipped with 300 beds for 
neuropsychiatric patients and facilities for a regional 
office, at a total cost of $1,200,000. 

Bids for an addition of 475 beds to the hospital at 
Somerset, N. J., have been called for, and this with 
an addition of 1,000 beds to the existing facilities at 
Northport, Long Island, will cost $1,900,000, it was 
disclosed. 

A new hospital for West Virginia is to be erected 
on a site not yet selected, and will contain 125 beds 
and will require an expenditure of $700,000. 

The work ot adding facilities for 150 beds and 
added quarters for attendants at the hospital at North 
Chicago at a cost of $280,000 was said to be about 50 
per cent. completed. 

Bids for additions to the hospitals at Augusta, Ga., 
Gulfport, Miss., and Knoxville, Iowa, have been called 
for. The work at Augusta is for addition to present 
facilities of a building, with 138 beds, for acutely 
psychotic patients to cost $300,000, while the addi- 
tions at Gulfport are for the same purposes, to cost 


$340,000. The work at Knoxville is for a continued 
treatment building, of 150 beds, and is to cost 
$270,000. 


At San Francisco, Calif., a new hospital is to be 
erected with 200 beds for all types, but mainly for 
general medical and surgical patients, with facilities 
for a diagnostic center and a regional office, the total 
cost of which will be $1,000,000. A new hospital is to 
be erected also at Albuquerque, N. M., and is to con- 





tain 250 beds and a regional office, all of which will 
cost $1,250,000. 

Additions to Camp Custer in Michigan, providing 
for 300 beds, will cost $450,000, it was shown, and 
the new 75-bed hospital at Salt Lake City will cost 
$400,000. The 175 beds that will be added to the 
Army and Navy General Hospital at Hot Springs 
National Park, in Arkansas, will require about $1,- 
050,000, and the addition of 100 beds and expansion 
of quarters at the hospital at Tucson, Ariz., will cost 
$280,000. 

In New York City, a new hospital is to be built 
with a capacity of 200 beds for all types of cases, 
but principally for general medical and surgical pa- 
tients and with facilities for a regional office, at a cost 
of $1,000,000, while the new hospital of 400 beds for 
neuropsychiatric patients, to supplement general bed 
facilities contemplated at Aspinwall, Pa., will be 
erected at an approximate cost of $1,700,000. 

At Bedford, Mass., the present facilities will be in- 
creased by a new continued-treatment building of 150 
beds and additional living quarters for the staff and 
attendants, the total cost of which will be $360,000.— 
U. S. Daily. 





MASSACHUSETTS MORTALITY STATISTICS: 1929 


PROVISIONAL SUMMARY 

Washington, D. C., August 20, 1930.—The Depart- 
ment of Commerce announces that there were 51,916 
deaths in Massachusetts during 1929 as compared 
with 51,034 in 1928. 

Diseases of the heart alone caused over one-fifth 
of all deaths reported in the State and show an in- 
crease for each succeeding year. 

Deaths from influenza and its associated disease, 
pneumonia, were 900 more in 1929 than in 1928, and 


this combination of diseases was the cause of the 
second greatest number of deaths. 

For the four years reported in the summary, cancer 
has shown a continuous increase from year to year 
and now ranks as the second single greatest cause of 
death. 

The diseases mentioned above, with cerebral hem- 
orrhage and softening, and tuberculosis, which has 
shown a decrease for each of the four years re- 
ported, cause approximately three-fifths of all of the 
deaths reported for the year. In addition to tuber- 
culosis, decreases from 1926 to 1929 are shown for 
diarrhea and enteritis, under 2 years of age, neph- 
ritis, and congenital malformations and diseases of 
early infancy. 

In the epidemic diseases, decreases were in mea- 
sles, scarlet fever, and whooping cough. 

Among accidental and unspecified external causes, 
deaths from drowning decreased from 315 in 1928 to 
254 in 1929. Deaths due to accidental falls increased 
from.731 to 772. There was a slight decrease in the 
number of deaths due to street-car accidents, and the 
number due to automobile accidents increased from 
724 to 781, a continuous increase for each of the four 
years. 
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THE WILLIAM STANLEY MEMORIAL ROOM OF 
THE FAIRVIEW HOSPITAL 


On August 6, 1930 The William Stanley Memorial 
X-ray Room, a gift to The Fairview Hospital of 
Gréat Barrington, was dedicated. 

Contributions amounting to thirty-five thou- 
sand dollars were given by forty-four persons and 
corporations. 

Mr. William Stanley was the inventor of the 
electrical transformer and had a laboratory in Great 
Barrington where Mr. Chesney and Mr. Darlington 
worked with him for some time during and after 
1888. 

The presentation speech was made by Cumming 
S. C. Chesney, a vice-president of the General Elec- 
tric Company. Mr. T. Ellis Ramsdell, President 
ef the Hospital Corporation, accepted the gift. This 
addition to the hospital was first suggested by the 
late Ralph W. Pope. 





THE MENACE OF TYPHUS FEVER 


The Public Health Service reports that typhus 
fever is considered to be a serious danger to the 
health of this country because the cause and Car- 
rier are unknown. 

In Europe and Mexico typhus fever is carried by 
the body louse, but this does not seem to be the 
correct explanation with respect to the disease in 
this country. Certain other insects are under sus- 
picion and studies are being carried on by the 
Hygienic Laboratory on the tick, rat-mite, fleas and 
bedbugs as possible carriers. 

The question of whether the disease is epidemic 
at this time is not settled because it may be that 
the increase of known cases may be due to earlier 
recognition and better reporting. Weather condi- 
tions have not seemed to have any influence in the 
etiology of the disease. 





EXCERPTS FROM THE ADDRESS OF DR. STE- 
PHEN J. MAHER, CHAIRMAN CONNECTICUT 
STATE TUBERCULOSIS COMMISSION 


The first criticism of the university professor's 
teaching of tuberculosis is that many of them do 
not teach it, they don’t teach it as the live subject 
that it is today. What they teach is a cold sim- 
ulacrum of the modern problem. What they teach 
is a plaster cast or death-masque of the tuberculosis 
problem as it looked 20 to 50 years ago. They ex- 
aggerate the dangers to which those who study tu- 
berculosis, are exposed. They tell in damning de- 
tail the discouraging failures of many of the generals 
who have heretofore led the fight against tuberculo- 
sis. They scorn all suggestions from their pupils or 
other students, that raise doubts as to the absolute 
verity of the tuberculosis dogma that they and their 
textbooks teach. 

The graduates of such classes naturally face the 
work of their lives, crippled with what an eminent 
English physician told me was somewhat prevalent 
tuberculosis philosophy in his country. “The de- 


philosophy that possibly makes good historians and 
statisticians, but makes dangerous doctors and unfit 
tuberculosis specialists. 


The doctor who has no hope or ambition of im- 
proving the present treatment of disease, not only 
does not study, does not give his patients the 
chances for life that they should have, but he blocks 
medical “traffic,” and interferes with the scientific 
progress of his fellow physicians. 


In too many universities, tuberculosis is taught 
as Latin and Greek or other dead subjects are 
taught. Tuberculosis is not a dead subject. It is one 
of the most live problems that face humanity today. 
The student to whom tuberculosis has been pre- 
sented as a dead subject will take no other interest 
in it than to commit to memory such parts of the 
dry lectures to which he has been forced to listen, 
as will enable him to pass his examination and to 
secure his medical degree or license. 


TUBERCULOSIS REGARDED AS FASCINATING STUDY 


You and I know that tuberculosis is one of the 
most fascinating studies that now engages the mind 
of men. 

The young graduate who would announce to his 
classmates that he intended to take up tuberculosis 
as his life work, would be considered queer and 
sadly in need of a guardian by his fellows. It is 
true there isn’t much money to be found in the 
tuberculosis field, but to the ambitious and sanguine 
thousands of young medical graduates, the monetary 
outlook is seldom the dominating influence in de- 
ciding the question of their life’s work. They want 
chiefly to do work that will be interesting and of 
service to humanity. 

It is for these reasons that the young graduate 
decides to become a general surgeon or a general 
practitioner or a public health official or a medical 
missionary. His imagination glows with pleasure 
as he pictures himself saving important lives as a 
great surgeon, or saving a whole people when David- 
like he kills a Goliath of plague with the pebble of 
some public health vaccine that he or his companions 
have discovered. 

But tuberculosis has no appeal for him. He has 

been told that it is a closed chapter, that the tu- 
bercle bacillus always was and always will be the 
tubercle bacillus, that tuberculosis will always kill 
human beings as it has always killed them, and that 
the only possible way to drive tuberculosis from 
the earth is to kill all the tubercle bacilli on earth 
and all the tuberculous human beings and all the 
tuberculous birds and brutes on earth. 
In order to secure for our tuberculosis work a 
fair share of the brightest of the new graduates, 
teachers in the universities must revise their lec- 
tures and perhaps their own conception of tuber- 
culosis. Then they must make it clear that very lit- 
tle is yet known of the tubercle bacillus and of its 
devious ways of killing human beings; they must 
give the students and young physicians the oppor- 
tunity to form opinions of their own on the many 
contentious phases of the tuberculosis problem. 





featist philosophy,” the philosophy of despair, the 


They must introduce the young men and women 
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to the progeny of the tubercle bacillus and to the 
various blood relations of the tubercle bacillus; to 
the questions of the prebacillary and to the filterable 
viruses of tuberculosis; to thé problem of a possible 
relationship between tuberculosis and cancer; to the 
problem of dissociation; they must tell the truth 
about the contagiousness of tuberculosis and do what 
they can to kill the phthisiophobia that they have 
unwittingly done so much to spread throughout the 
world; they must explain enthusiastically to such 
students as have a special love of surgery, the at- 
tractiveness of the vista that is now opening be- 
fore all the men capable of doing lung surgery. 

They must make it clear to their students that 
the invitation to become tuberculosis specialists is 
not confined to men who themselves are tuberculous 
or who fear that in some way, the dark shadow of 
tuberculosis has fallen on them or on their families. 
Heretofore such men have done most of the anti- 
tuberculosis work of the world and very good work 
too: now, however, the work beckons to the ablest 
and healthiest of the young medical men of the 
world: to come, and to come immediately, to the as- 
sistance of the somewhat tired regiments that up 
to now have borne the battle’s burden.—Address de- 
livered before the international .Union Against Tu- 
berculosis, Oslo, Norway. 


CORRESPONDENCE 





A DISCUSSION OF DR. J. A. MILLER’S PAPER 
ON “WHY DO SO MANY DIE OF TUBERCU- 
LOSIS?” 


New England Journal of Medicine, 

165 Newbury Street, 

Boston, Mass. 
Dear Editor :-— 

In the issue of the Journal of July 24, 1930, Dr. 
Miller states that the two main causes of “Why Do 
So Many Die of Tuberculosis” are: “first, the ex- 
posure of susceptible individuals to an overwhelm- 
ing infection from those cases that already exist, 
and secondly, the breaking down of the normal re- 
sistance of individuals to slighter infections to which 
they would not succumb if it were not because of 
untoward conditions.” 

It appears to me that these are two excellent rea- 
sons why people contract tuberculosis but not why 
they die of tuberculosis. Why people die of tubercu- 
losis after they contract the disease is an entirely 
different story. The reason may be briefly stated as 
due to the lack of proper care which in turn is due 
to two main causes: first, the failure of the state to 
provide adequate hospitalization for early cases 
among the poor, and secondly, the failure of some 
Physicians to atiach the proper importance to the 
case history and physical findings rather than plac- 
ing all their confidence in laboratory findings, there- 
by allowing early cases to escape their attention. 

To illustrate these points, recently a case of. early 
tuberculosis came to my attention. A consultant of 
great experience stated it was an incipient case. 





X-ray report was “so-called vertical heart, both lung 
roots well organized, broadening of the mediastinal 
shadow consistent with tracheo-bronchial adenitis; 
few calcified tubercles right apex, infiltrative process 
left base; general impression that of tuberculosis, 
early.” The admitting physician of the Rutland 
Sanatorium aiso stated that it was an early case but 
that the patient could not be admitted to the Sana- 
torium for about five months because there was a 
waiting list of fifty-two patients. 

Now an early case of tuberculosis will not remain 
an early case for five months under ordinary condi- 
tions; so that by the time the patient is admitted he 
is labelled “moderately advanced” or ‘‘advanced”. 
If the patient has to wait five months to be admit- 
ted to a sanatorium especially set apart for the 
care of early cases, then the state is not providing 
adequate hospitalization for the cases that have the 
best: chance for a cure. And I say this in spite of 
all the tuberculosis pamphlets and literature put out 
by the state and in face of Dr. Miller’s remark “in 
Massachusetts there has been an especially effective 
crganization and the present administration of the 
Health Department is second to none of the states 
of the Union.” If this remark be accurate, it is 
both discouraging and startling to think of what 
the conditions in some states must be. 

In regard to the second main cause of “Why Do So 
Many Die of Tuberculosis”; a chest plate accompa- 
nied by the application of the aforementioned pa- 
tient, was sent to a local private sanatorium. The 
admitting physician there stated that he did not be- 
lieve the diagnosis of tuberculosis had been estab- 
lished and he came to his conclusion on the x-ray 
findings alone and refused to allow the patient to be 
admitted. He did this in spite of the fact, that the 
patient gave a typical tuberculosis history of loss 
of weight, cough with expectoration and pulmonary 
hemorrhage and that the patient had been diagnosed 
early tuberculosis by two aforementioned tuber- 
culosis specialists after a thorough physical exam- 
inetion. This patient was refused admission to the 
sanatorium on the x-ray findings as interpreted by 
the admitting physician when a well-known roent- 
genologist had already reported “early tuberculo- 
sis”. The admitting physician had never examined 
the patient and had never seen the patient yet he 
refused to admit the patient. 

It must be perfectly evident that if these condi- 
tions continue that many cases of early tuberculosis 
will become advanced cases, and the more advanced 
the disease the better chance the patient has of dying. 

Therefore, it appears to me that these two points, 
namely, the inadequate hospitalization for early cases 
among the poor, and the failure of physicians to 
place the proper importance on the history and 
physical findings, supply a logical answer to Dr. 
Miller’s question “Why Do So Many Die of Tuber- 
culosis ?” 

Very truly yours, 
Epwarp W. Fretey, M.D. 

475 Commonwealth Avenue, 

Boston, Mass. 
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A WARNING TO DOCTORS 


August 16, 1930. 
To the Editor New Engiand Journal of Medicine, 
Dear Sir: 

I would like to ask you to insert a notice in the 
next Journal about a magazine agent who has been 
working: the doctors in this locality. 

He asks for the renewal of certain magazines as 
the Literary Digest claiming he gets a bonus to help 
him through a Medical School. He enters the office 
with the gag that the doctor must remember treat- 
ing his mother who has recently died at Pitcher 
Avenue, West Medford. 

He is a slightly built youth of around 22 with 
dark suit, somewhat suffused face and very dark eye 
lashes. His name is given as Thomas Murphy of 
North Cambridge aud he knows many of the doctors 
intimately. 

I have notified the Police in Arlington and we 
would like to see the man again. 

Sincerely, 
EZEKIEL PRaAtrrT. 

385 Massachusetts Avenue, 

Arlington, Mass. 


_ 
aie cone 


RECENT DEATH 


NEWHALL—Dkr. ALDEN RusseLL NEWHALL. a Fel- 
low of the Massachusetts Medical Society, died at his 
home in Holliston of heart disease, August 15, 1930. 
He was born in Lynn, December 8, 1874, took his 
M.D. at Dartmouth Medical School in 1902 and set- 
tled in his native city in that year, joining the state 
medical society. In 1906 he moved to Holliston and 
had practised there ever since. He was chief of 
staff to the Framingham Union Hospital at the time 
of his death, having succeeded Dr. Leon W. Jessa- 





man who died in 1929. 
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IN MEMORIAM 
Simon Francis Cox, M.D. 


Dr. Simon Francis Cox passed from our midst on 
October 17, 1929. He was one of God’s noblemen. 
Nature has rarely produced a more kindly man, gen- 
erous to a fault, self-sacrificing and self-effacing. His 
days were all too short for the many things he found 
to do for friends and patients. He was a studious 
and keen physician and applied his skill with rare 
tact and wisdom. Few if any have surpassed him 
in grasp and capacity for the details of hospital ad- 
ministration in which work he spent most of his 
active career. 

Born in Lowell, Massachusetts, in 1874 he grad- 
uated irom the high school of that city in the class 
of 1891. After two years at Holy Cross he trans- 
ferred to Boston College where he received his 
A.B. in 1896 and Harvard Medical School granted 
him his M.D. in 1900. The following year was spent 
as intern at Long Island Hospital (Boston Har- 





bor). He then became a member of the staff at 
Deer Island. A smallpox epidemic occurred and he 
went to Gallop’s Island. This over, he returned 
to Long Island Hospital as assistant superintendent 
and later as superintendent, which position he held 
until 1906. From 1906 to 1907 Dr. Cox was super- 
intendent of the Albany (N. Y.) Hospital where he 
planned and superintended the building of the 
neuropsychiatric department. 

Returning to Boston in 1907 he drew the plans 
and superintended the construction of the Matta- 
pan Consumptive Hospital and acted as superin- 
tendent until 1914 when he again ventured afield, 
this time going to the New Haven (Conn.) Hospital 
which he served as superintendent until 1919. Dur- 
ing the latter part of this service he discovered 
that he had glycosuria. He promptly resigned and 
went to the Maine woods where he lived for over 
three years regaining a faif degree of health. He 
was an able chemist and on returning entered this 
field for a time but his heart was in his chosen 
profession and in 1922 he became associated with 
the Ring Sanatorium and Hospital which he served 
until his death with an interim of one year which 
he spent in Chicago studying physiotherapy. 

Few men have had it in their power to be of 
such manifold service to their fellows and few 
have been so sincerely beloved and mourned. To 
know him was to love him and to work with him 
Was an inspiration. He never made an assertion 
that he could not back by demonstration; he never 
gave advice unless it was asked. He would sit and 
patiently listen to snap and superficial judgments 
knowing them wrong but either too polite to cor- 
rect or not thinking correction worth while. He 
had an encyclopedic mind and a phenomenal mem- 
ory. Nothing was too small for him to do well 
and nothing too big to attempt and all in the most 
humble and unassuming manner. He took as much 
pains with the humblest as with the most affluent 
and both leaned upon his advice. He answered 
the call of the sick night and day with the same 
kindly patience and never left a bedside while he 
could think of anything more to do for his patient. 
He bore no malice and he had a quiet humor in 
seeing the world blunder by. 


Many who knew Simon F. Cox will miss him but 
his example and memory will ever be a stimulus 
tc harder and better work. 


Dr. Cox joined the New England Section of the 
American Academy of. Physiotherapy in February 
1929. Had he lived he would surely have joined 
our new organization.* Therefore, be it resolved 
that in the death of Dr. Simon Francis Cox we have 
lost a valued friend and one who would have been 
an honor to our Society. 

Be it further resolved that this resolution be 
spread upon the records of this Society and a copy 
sent to his sister, Miss M. Alice Cox of Lowell, 
Massachusetts. 

ARTHUR H. RinG, Secretary. 


*The New England Physical Therapy Society. 
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NEWS ITEMS 





DR. HANS ZINSSER WILL DELIVER THE CAR- 
PENTER LECTURE BEFORE THE NEW YORK 
ACADEMY OF MEDICINE—One feature of the Third 
Annual Graduate Fortnight of the New York Acad- 
emy of Medicine will be the Carpenter Lecture to be 
delivered by Dr. Hans Zinsser October 29 at 8:30 
P. M. The subject of tlie lecture is “Immunity—Gen- 
eral and Local.” 





A STUDY OF SEVERAL TYPHOID CASES— 
The State Department of Public Health is engaged 
in a study of the etiology of several cases of typhoid 
fever among operators of the Middlesex and Boston 
Street Railway who participated in a picnic at Saxon- 
ville farm July 29, ult. 


The outing was attended by about one hundred 
of these employees. Two of the cases are under treat- 
ment in the Newton Hospital under the diagnosis of 
typhoid fever and several others have been ill with 
conditions variously diagnosed. Cultures from all 
available participants in the affair are being 
studied. 





NOTICE 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following open competitive examina- 
tions: 

Senior Medical Officer (Pathology), 
$4,600 to $5,400 a Year 
Associate Medical Officer (Pathology), 
$3,200 to $3,800 a Year 


Applications for senior and associate medical offi- 
cer (patholégy) must be on file with the Civil Serv- 
ice Commission at Washington, D. C., not later than 
September 24, 1930. 


The examinations are to fill vacancies in the United 
States Public Health Service, and in positions re- 
quiring similar qualifications. 

The entrance salaries range from $4,600 to $5,400 
a year for the senior grade, and from $3,200 to $3,800 
a year for the associate grade. Higher-salaried posi- 
tions are filled through promotion. 


Competitors in the examination for senior medi- 
cal officer will be rated on their education, train- 
ing, and experience, and on a thesis or publications. 

Competitors in the examination for associate med- 


ical officer will be rated on their education, training, 
and experience. 


Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., 
or the Secretary of the United States Civil Service 
Board of Examiners at the post office or customhouse 
in any city. 





NOTICES OF MEETINGS 


MINNESOTA STATE MEDICAL ASSOCIATION 
AND THE MEETING OF THE BRITISH MED- 
ICAL ASSOCIATION 


11 West Summit Avenue 
Saint Paul, Minnesota 


August 13, 1930. 
Dear Members and Friends: 


You, no doubt, are interested in the British Med- 
ical Association Meeting which is to be held in Win- 
nipeg, Manitoba, August 26 to 29, inclusive. This 
Meeting is attracting the attendance of large num- 
bers of American and British Medical Men from all 
over the United States and the British Empire. 

From what we have learned, hotel reservations 
in Winnipeg during the Meeting, are not to be had. 
Hennepin and Ramsey County Medical Societies have 
arranged special railroad accommodations during 
the meeting. We take this means of bringing before 
you their proposition of special rates and service of- 
fered by the Northern Pacific Railway, which con- 
templates the use of Pullman sleeping cars for hotel 
purposes on the entire trip. The cars would be con- 
veniently parked at the station at Winnipeg, and in 
charge of Pullman Porters at all times. Equipment 
of this train will include Pullmans, Diner and Ob- 
servation Club Car. 

The total cost for round trip from St. Paul for 
one person using a lower berth, will be $30.00, or for 
ohne person using an upper berth, $27.00. From 
Minneapolis the total cost for one person using a 
lower berth will be $29.59, or for one person using 
an upper berth, $26.59 (Stateroom proportionately 
higher). These rates include Round trip rail fare, 
sleeper while enroute to and from Winnipeg, also 
use of sleepers while in Winnipeg. 

The following tentative schedule is suggested: 

Going 
Lv. St. Paul, Minn. 


Nor. Pac. Aug. 25 5:30 P.M. 

Lv. Minneapolis, Minn. Nor. Pac. Aug. 25 6:00 P.M. 

Ar. Winnipeg, Man. Nor. Pac. Aug. 26 8:00 A.M. 
Returning 

Lv. Winnipeg, Man. Nor. Pac. Aug. 29 5:30 P.M. 

Ar. Minneapolis, Minn. Nor. Pac. Aug.30 7:30 A.M. 

Ar. St. Paul, Minn. Nor. Pac. Aug. 30 8:00 A.M. 


In order that we may determine whether there will 
be sufficient patronage to warrant this Special Serv- 
ice, and enable the railroad to provide proper equip- 
ment to care for our party, we must have informa- 
tion with respect to reservations. 

Sincerely yours, 
EK. A. MEYERDING, M.D. 





THIRD INTERNATIONAL CONGRESS 
OF RADIOLOGY, PARIS 


The Third International Congress of Radiology 
will be held in Paris from July 27 to July 31, 1931. 

The Congress will be divided into six sections: I 
RADIOPHYSICS; If RADIOBIOLOGY; III ROENT- 
GENDIAGNOSIS; IV RADIOTHERAPY (Roentgen- 
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therapy and Curietherapy); V MEDICAL ELEC- 
TROLOGY; VI NATURAL and ARTIFICIAL HELIO- 
THERAPY. 

A written announcement of communications in- 
tended for the Congress will have to be sent in 
before January the first 1931. A typewritten, Eng- 
lish, French or German abstract, not exceeding one 
printed page (400 ‘words) of each communication 
should reach the office of the Congress before April 
the first 1931. These abstracts will be printed in a 
volume handed to members before the opening of the 
Congress. 

Each member is entitled to one communication 
only, the reading of which is not to exceed 15 min- 
utes. 

Should the announced communications be too nu- 
merous the Bureau of the Congress would have the 
right of limiting the number or shortening the time 
of reading. 

Members of the various societies of medical radi- 
ology wishing to take part in the Congress are re- 
quested to fill in and return, as soon as possible, a 
form which may be obtained on application togeiher 
with a sum of 300 French francs as fee for member- 
ship. 

An EXHIBITION will be arranged in connection 
with the Congress. Persons or firms wishing to 
take part in the exhibition will obtain all particulars 
from M. H. Pilon, Commissary general of the exrhibi- 
tion, 34, boulevard de Vaugirard, Paris, XVe. 

Further information will be forwarded to all who 
may submit papers. 

Members of the Congress accompanied by members 
of their family, as adjoined members, at the recep- 
tions and festivities given during the Congress will 
please state the number of these persons and will 
have to pay a fee of 50 French francs for each of 
them. 

Please address all communications and correspond- 
ence to the Offices of the IIId International Congress 
of Radiology, 122, rue La Boétie, Paris, VITle. 

The President, 

ANTOINE BECLERE. 
The Secretary general, 
R. Lepoux-LEBARD. 


_— 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

August 26-29—Minnesota State Medical Association and 
the Meeting of the British Medical Association. Detailed 
notice appears on page 385. 

September 8-12—Postgraduate week of Physical Ther- 
apy. Detailed notice appears on page 1025, issue of 
May 22. 

September 14-18— Fifth International Congress on 
Physiotherapy. Complete notice appears on page 906, 
issue of October 31, 1929. 

September 16-17-18—Clinical Congress of the Connecti- 
cut State Medical Society. Complete notice appears 
on page 194, issue of July 24. 

September 26-27—New England Surgical Society. De- 
tailed notice appears on page 1028, issue of May 22. 

October 13-17—Clinical Congress of the American Col- 
lege of Surgeons. Complete notice appears on page 1175, 
issue of June 12. 

October 20-24—International Assembly of the Interstate 
Postgraduate Medical Association of North America. De- 
tailed notice appears on page 291, issue of August 7. 





October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 1931— Fifteenth annual clinical session 
of the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 

July 27-31, 1931—Third International Congress of Radi- 
ology, Paris. Complete notice appears on page 385. 


_ 
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BOOK REVIEWS 





The Action of Muscles (Including Muscle Rest and 
Muscle Re-Education). By Sir CoLtin MACKENZIE, 
M.D., R.F.C.S., F.R.S. (Edin.), Professor of Com- 
parative Anatomy and Director of the Australian 
Institute of Anatomy, Camberra, ete. Second 
Edition with 100 illustrations. Paul B. Hoeber, 
Ine., New York, 1930. Price $3.50. 


This second edition of Sir Colin Mackenzie’s “The 
Action of Muscles” is a book of about 270 pages with 
109 illustrations. The first chapter, entitled “Prin- 
ciples,” comprises about one-fifth of the whole book 
and entirely justifies its length. The title of the 
book does not suggest the clinical value of the mater- 
ial contained in this first chapter. It embodies orig- 
inal ideas and new conceptions which to the reviewer 
seem sound. There is a constant association of these 
ideas with practical considerations and therapeutic 
indications. These the author has had an unusual 
opportunity of testing during the World War when 
he was a member of the staff at the Shepherd’s Bush 
Orthopaedic Centre, London, under Sir Robert Jones. 
It is refreshing indeed to find such enlightened and 
enlightening discussion of the correlation between the 
basic facts of a fundamental science and the in- 
evitable implications which these facts impose upon 
any form of therapy which may be expected to be 
intelligent and effective. In discussing the reéduca- 
tion of muscles, the author does not seem to be 
familiar with the use of the so-called under water 
treatment which greatly facilitates the carrying out 
of methods of reéducation advocated, ‘while the 
adverse forces of gravity and friction are almost 
completely removed. The importance of the study 
of comparative and evolutionary anatomy to an un- 
derstanding and application of the most effective 
therapy is wisely emphasized. In this second edition 
a new section dealing with the erect posture has 
been added. This subject is also discussed from the 
point of view of comparative anatomy and its cor- 
relations are summarized. The addition of this new 
section is a valuable and thought provoking one as 
is instanced by its almost startling last sentence: 
“If we exclude specific infectious diseases, which are 
in the main preventable and due to segregation, we 
may define health as a correlation of all the bodily 
systems to the erect posture and ill health as a 
failure of one or more systems to correlate to it.” 

There follows a systematic description of the func- 
tion of the various muscle groups, e.g., those of the 
shoulder, the thigh, the lower leg, the foot, the spine, 
the trunk, etc., and the muscles which involve respira- 
tion. The function of the individual muscles com- 
prising each group is also discussed as well as such 
important clinical entities as median, musculo-spiral 
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and ulnar paralysis. There is a chapter on anatom- 
ical considerations in joint fixation. 

The author’s fortunate war service has given him 
a clinical as well as an anatomical viewpoint. Per- 
haps it would not be fair to criticize his failure to 
mention lesions of the subacromial bursa when he 
discusses the muscular etiology of “stiff shoulder”. 
Codman has shown that the involvement of this 
structure is perhaps a more common cause of “stiff 
shoulders” than contraction of the pectorals. If we 
remember that the title of the book is “The Action 
of Muscles,” we shall not be disappointed. No short 
treatise on this subject with which we are familiar 
will be found so helpful to medical men and physical 
therapists as this book of Sir Colin Mackenzie, who 
writes not only as an anatomist but as an experienced 
clinician. 





Venereal Disease, its Prevention, Symptoms and 
Treatment. By-Huenu WANSEY Bayty, M.C. F. A. 
Davis Co., Philadelphia. 242 Pages. $3.50. 


This is the fourth edition of Dr. Bayly’s handbook 
on venereal disease, called the American edition. 
The third edition was reviewed in this Journal three 
years ago and described as being short, well written 
and clear and of definite value by virtue of giving 
up-to-date methods of treatment. The fourth edition 
is practically identical with the previous one, the 
only additions noticed by the reviewer being notes 
on the Kahn test for syphilis and malaria inoculation 
in the treatment of this disease. 





Diseases of the Urinary Tract in Children. By EpwiIn 
Beer, M.D., and ABRAHAM HyMAN, M.D. Published 
by Paul B. Hoeber, Inc., New York. 318 pages. 
Price $6.00. 


In “Diseases of the Urinary Tract in Children,” 
Beer and Hyman have written a most excellent book. 
They have chosen to present the main divisions of 
the subject as monographs, thereby making each 
topic more interesting to the reader because of the 
unity of its presentation. Each chapter is followed by 
reports of illustrative cases and by a bibliography. 
The authors have very wisely avoided a great deal of 
tiresome detail; they have assumed that the reader 
is already familiar with urological technic. One is 
impressed by the thoroughness with which the liter- 
ature has been covered; the experiences of other 
clinics as well as those of Mount Sinai are recorded. 


The reviewer wondered why Beer, in his chapter 
on Chronic Renal Tuberculosis, did not mention in- 
travenous urography as a method of study in cases 
in which cystoscopy failed to give the necessary pre- 
operative information. In reading the chapter on the 
surgical treatment of nephritis the reviewer was im- 
pressed by Hyman’s statement that “in acute nephri- 
tis with hematuria, anuria or oliguria and impend- 
ing uremia, and in chronic nephritis with acute ex- 
acerbations, operation (decapsulation) frequently 


yields excellent results. In chronic nephritis, and in 
the nephroses, occasional benefit is derived.” 


This 





is not the opinion commonly held, but Hyman has 
good evidence for his conclusions. 

In writing this book, the authors have made a 
real contribution. It is fresh, stimulating, well written 
and scholarly. It should prove of great value to 
pediatricians as well as to urologists. 





The Surgical Clinics of North America. Volume 10, 
number 3. New York number. June 1930. W. B. 
Saunders Co. Philadelphia. 


This issue opens with a clinic of Pool and Hipsley 
from the New York Hospital in which splenectomy 
is discussed. Cases are reported showing good re- 
sults for thrombocytopenic purpura, malarial spleno- 
megaly, splenic anaemia, Gaucher’s disease, von 
Jaksch’s anaemia, and splenic anaemia with yellow- 


ish-brown inclusion bodies in the spleen. 


Beer of Mt. Sinai Hospital is enthusiastic in his 
praise of the use of wroselectan as an intravenous 
pyelograph, ureterograph, and cystograph medium. 
Its chief use is in cases where a catheter can not be 
inserted into a ureter. 

Lilienthal presents three very interesting cases. 
The first is that of a lung abscess and empyema in a 
child six weeks old who made a prompt recovery 
following intercostal drainage through a catheter 
covered with a split finger cot acting as a valve. His 
next case is a carbuncle of the left kidney for which 
he removed the upper third by shelling it out. For 
a case of abscess of the left upper pulmonary lobe, 
he performed a thoracotomy and drainage under local 
anaesthesia with a very satisfactory result. 

The diagnosis of chronic appendicitis is discussed 
by Gibson of New York Hospital but in a rather 
dangerous manner. The reviewer feels sure that if 
the appendix were removed in all cases presenting 
the symptoms here listed, the vast majority would be 
normal. We heartily agree, however, with his state- 
ment that every operation for chronic appendicitis 
should be an exploratory laparotomy. 

Surgery in selected types of pulmonary tubercu- 
losis is ably presented by Holman from the Metropol- 
itan Hospital. He emphasizes the value of phrenico- 
exairesis both as a complete operation in itself and 
as a preliminary to the more radical procedures. 
Spinal anaesthesia is his method of choice for 
thoracic operations. In cases not suitable for a 
thoracoplasty he secures immobility of the chest by 
multiple intercostal neurectomy. For relief of pain 
and dysphagia in advanced tuberculosis of the larynx 
he resects the internal branch of the superior laryn- 
geal nerve. The technic of these operations is clearly 
described. 

In his clinic from the City Hospital Pugh warns 
against promiscuous prostatectomy, stating that the 
vesical neck obstruction is often due to other causes. 
He also describes the technic of vaginal ureterotomy 
for calculus. 

Dudley presents several interesting cases from 
Bellevue and also outlines a conservative treatment 
for early paronychia. 

Several unusual fractures are presented by Gratz 
of the Broad Street and Pan-American Hospital and 
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he also gives a valuable and concise discussion of 
pathologic fractures. 

An excellent review of fractures of the spine is of- 
fered by Sneed and Reading of the Fifth Avenue 
Hospital. Cases illustrating the more common types 
are shown with a careful outline of the appropriate 
treatment. 

The present status of spinal anaesthesia is given 
by Labat in an article entitled the trend of subarach- 
noid block. 

These with several other interesting clinics keep 
this issue up to the customary high level of prac- 
tical value. 


The Clinical Exvamination of the Nervous System. 
By G. H. Monrap-Kroux. New York: Paul B. Hoe- 
ber. 5th ed., 1930. xvi + 222 pages. Price, $3.50. 


Monrad-Krohn’s excellent small book, now in its 
fifth edition, was first published in 1921. It at once 
became the foremost book of its kind, in English, 
and, for nearly ten years, has held the field in spite 
of considerable opposition. The style is clear, con- 
cise and easy to read and the subject is more com- 
pletely covered in this book than any other of its 
size. In the new edition, one finds many references 
to recent American literature on neurological diag- 
nosis. The author is to be congratulated on his keen- 
ness in following the latest additions to our knowl- 
edge of neurological examination. 


Congenital Club-Foot (Talipes Equinovarus). With 
92 illustrations. By E. P. Brockman, M.Ch., F.R. 
C.S., Orthopaedic Surgeon, Westminster Hospital; 
Assistant Surgeon, The Royal National Orthopaedic 
Hospital; Surgeon to St. Vincent’s Orthopaedic 
Hospital. Bristol: John Wright & Sons Ltd., Lon- 
don: Simpkin Marshall Ltd., 1930. 


This short bock of 110 pages represents the prize 
essay for the Robert Jones Gold Medal for 1928, pre- 
sented by the British Orthopaedic Association. It 
comprises an historical review of the treatment of 
club foot from the time of Hippocrates. The old 
literature is well covered, but there are fewer refer- 
ences to the significant literature of the last decade. 
He recognizes three types of club feet: the ordinary 
type, 179 cases of which he has reviewed. A second 
type associated with other deformities of the foot, 
of which he reviews three, and a third type asso- 
ciated with congenital aksence of some of the bones, 
of which he reviews one case. There are excellent 
chapters on “The Normal Anatomy of the Foot” 
and “Pathological Anatomy”, and he reaches the con- 
clusion that “the alterations in position of the scaph- 
oid and os calcis with regard to the astragalus are 
only those which cccur in the normal foot when it is 
adducted, inverted and plantar flexed—but they are 
exaggerated in degree”: this in relation to the com- 
mon type of club foot. In the second type he deals 
with the lack of muscle development and in the third 
type absence or partial absence of the bones of the 
foot or abnormalities of development. 


As to the etiology, the author holds that neither 
(1) the defect in the germ theory; (2) the arrest of 
development theory; (3) the spasmodic muscular 
theory and (4) the mechanical theory offer entirely 
satisfactory explanations of the etiology. He con- 
siders that the lesion is due to a “congenital sub- 
luxation of the head of the astragalus out of its 
socket, owing to a congenital atresia of the acetabu- 
lum,” comparing it to the congenital dislocation of 
the hip. He summarizes by saying the “congenital 
club-foot is caused by a primary failure in develop- 
ment to their full state of all the tissues of the foot. 
This involves the bones, the ligaments and_ the 
muscles.” He admits, however that we do not know 
what infiuences the ovum, or causes failure of devel- 
opment. 


He believes treatment should begin with a week ¢ 
ten days following birth as soon at the child ha; 
adapted itself to an independent existence. Manipu- 
lations by trained hands carried out regularly and 
scientifically will bring about an over-correction of 
most of the common types of club foot if between 
manipulations the foot is retained in an adhesive 
plaster splint applied over pads of felt. He points out 
that manipulations must not be discontinued until 
there is full over-correction and the muscles of the 
child are capable of retaining the foot in over-cor- 
rection. He believes that division of the tendo achil- 
lis should be only a last resort and should never be 
undertaken as long as any inversion of the os cale: 
remains. He thinks that only rarely are divisions of 
any other tendons necessary, sometimes the tibialis 
posticus muscles. A description is given of an op- 
eration on relapsed feet in young children which 
consists in the main of the division of the ligaments 
on the sole and inner aspect of the foot, but does not 
mention any division of the deltoid ligament which 
Ober considers to be so important. The author also 
reviews other operative procedures. There are many 
case reports and excellent results. 


The book is worthy of careful reading by all 
orthopaedic Surgeons and worthy also of the medal 
it has won. 


Immunity in Infectious Diseases. By A. BESREDKA. 
Authorized Translation by Herbert Child. Wil- 
liams & Wilkins Co., Baltimore, Md. 1930. 


According ‘to the preface, written by the author, 
this volume is a collection of studies which, “al- 
though independent the one of the other, neverthe- 
less form an integral whole, which will enable a 
general idea of the subject to be gained’. According 
to various foot-notes, it is a collection of lectures 
and papers prepared by the author at various times 
in the last thirty odd years. To judge from the 
references appended to the various chapters, no ad- 
ditions have been made in these since the original 
date of publication. For example, Chapter III is 
entitled “One | Streptococcus—or many?” and ap- 
peared originally in the Bulletin of the Pasteur In- 
stitute in 1904; but there is no dated reference for 





this chapter of any year since then. 


And yet the 
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study of streptococci has engaged many workers dur- 
ing the past 25 years. 

As a volume of collected articles of a professor of 
the Pasteur Institute, the subject of this review is 
possibly worth reading; but few if any students of 
infectious diseases would be satisfied with it as even 
a moderately complete statement of our knowledge 
of immunity in infectious diseases. Despite the 
urge to speak kindly, this reviewer cannot recom- 
mend Besredka’s effort as worthy of much attention 
by any one with much else to read. 





Anatomy. By GrorcGre W. Corner, M.D., Professor of 
Anatomy in the University of Rochester, New York; 
Paul B. Hoeber, Inc. 1930. Price $1.50. 


This monograph is the third and latest in the Clio 
Medica series, a set of primers on the history of 


‘medicine, edited by Dr. E. B. Krumbhaar of Philadel- 


phia. In his preface the editor describes these volumes 
as a series of handbooks, aiming to present, in concise 
and readable form, a number of special phases of the 
long and complex history that underlies the great 
edifice of modern medical science. Though small 
enough to be carried in the pocket, each of these 
books is intended to be complete and compendious in 
its limited field. 

Dr. Corner’s volume of seventy-five pages traces 
the history of anatomy from the time of the Greeks 
and their predecessors, through the middle ages, to 
the days of modern anatomy beginning with Vesa- 
lius. Further it discusses the amplifications of gross 
anatomy which have been contributed by the sciences 
of histology, embryology, and neurology. Moreover, 
the author pays particular attention to the subject of 
anatomical illustrations, whose progress is repre- 
sented by eight well-selected figures ranging from a 
rare diagram of 1230 A. D., through the pre-Vesalian 
wood-block and the illustrations of the Fabrica, to 
the colored illustrations of Aselli, the plates of 
Albinus, Soemmering, and Sappey, and the most re- 
cent pen-and-ink drawings which represent the latest 
advancement in anatomical illustration of our day. 
To the text is added a list of sources in modern 
languages and a very complete bibliography and list 
of the recent reference books. There is a brief but 
satisfactory index. The illustrations, though repro- 
duced as woodcuts, are admirable and give the reader 
an excellent conception of the progress of anatomical 
drawing and observation. 

This volume, and the series to which it belongs, 
deserve high praise and should fill an important place 
in medical literature by bringing the history of 
medicine in its details within easy access for the 
modern student and practitioner. 





Human Biology and Racial Welfare. By Twenty- 
eight Authors. Edited by Epmunp V. Cowpry. Pub- 
lished by Paul B. Hoeber, Inc. 612 pages. Price 
$6.00. 


In Human Biology and Racial Welfare, Cowdry 
presents a summary of man’s position in the uni- 
verse. This he does by means of essays which con- 
verge from different angles upon the focal point, 


which is man. Twenty-eight contributors, each an 
authority in his own field, write these essays. An 
idea of the plan of the book may be gained from 
its chief divisions. Part I, for example, is “‘Perspec- 
tive’. It contains but one article—“Life in Space 
and Time’—by Henry Norris Russell. Part II deals 
with the origin of man, and has to do with evolu- 
tion, not only of man’ as an animal, but of man’s 
brain and that of the mentality of the primates. 
Societal Evolution and Human Races are two other 
constituent chapters. 

Part III treats of man as a physiological unit; 
Part IV is a study of the effects of environment; 
Part V deals with the future. 

Among the contributors we see a number of famil- 
iar names: George H. Parker, Robert M. Yerkes, 
Alexis Carrel, W. B. Cannon, C. S. Sherrington, Ha- 
ven Emerson, William Healy, Hans Zinsser and oth- 
ers well known but not quite so familiar to us in 
New England. The book cannot be summarized or 
reviewed in detail. The reviewer can only say that 
it is a liberal education written by those who know 
for those who don’t know. 





“Surgical Diagnosis”. By AMERICAN AuTHORS. Edited 
by Evarts A. Graham. Volume III and Index. 
W. B.. Saunders Company, Philadelphia and Lon- 
don. 3 Volumes and index volume $35.00. 


An earlier review* of this work, based on the first 
two volumes, pointed out some of the inevitable 
merits and defects of a work of this sort. The in- 
equalities noted in those volumes are _ illustrated 
again in the present volume. Some of the chapters 
are complete presentations of their subjects, some 
are brief summaries, still others are mere outlines. 
There is apparently a wide variation among authors 
in their interpretations of the word diagnosis as ap- 
plied to their respective fields. Similarly, there is a 
wide variation in the stress laid on various diagnostic 
procedures. Thus in volume III there are separate 
chapters devoted to bronchography, pancreatic func- 
iion tests, the Schilling differential blood count, and 
bladder pressure in genito-urinary surgery. Liver 
function tests and cholecystography are fully dis- 
cussed in the chapter on diseases of the liver and 
biliary passages. In contrast, frozen section diag- 
nosis of tumors, alluded to only in connection with 
the breast, is dismissed as unreliable and unsatis- 
iactory in a few words; Rubin’s test for tubal patency 
is briefly mentioned; and lipiodol uterography is 
barely alluded to. If it be urged in defense that the 
latter procedures are of very recent origin, it is 
merely to emphasize the fact that a work of this 
sort begins to age almost before the ink is dry. Cer- 
tainly at the present time these procedures seem to 
possess greater clinical usefulness than Schilling’s 
test, cystometry, and pancreatic function tests. 

The third volume covers the fields of the thorax, 
breast, liver and pancreas, rectum, genito-urinary 
organs, and the head and spinal cord. In addition 
there is a good critical discussion of the uses of sur- 
gery in conditions involving the sympathetic nervous 
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system; and an unilluminating chapter on psychoses 
and psychoneuroses with reference to surgery. The 
regional division into chapters inevitably causes some 
duplications of material, and also a few omissions. 
In general the chapters in this volume are well writ- 
ten and the authors are well chosen. Bibliographies 
appended to the chapters permit reference to most 
of the other authors mentioned in the text. 


The index volume does much to bring together ma- 
terial from the various chapters, and to facilitate 
reference. Inevitably a few omissions occur. Thus, 
in over three pages of carcinoma references, one looks 
in vain for carcinoma of the antrum. It may be 
found, however, under the title of carcinoma of the 
maxillary sinus. Most of the diagnostic procedures 
menticned in the text, however, can be found prompt- 
ly with the help of this volume. Considerable experi- 
mental use of the index has brought to light no mis- 
takes in reference; a fact which speaks very well for 
the care with which indexing and proof reading were 
done. 

Inspection of the work as a whole merely confirms 
the conclusion based on the first two volumes; name- 
ly, that there is valuable material brought together 
here; and that while the contributions are not ency- 
ciopedic, they will form a valuable point of depar- 
ture in the study of any surgical subject. , 


Manual of Physical and Clinical Diagnosis. By Drs. 
Orro SEIFERT and FrrepRIcCH MUELLER. Translated 
by E. Cowles Andrus, M.D. J. B. Lippincott Co. 
Philadelphia and London. 1930. Pp. 543. 


This is an excellent English translation of a widely 
used German medical classic which has already gone 
through twenty-four editions. It is a small book in 
a limp binding excellently printed on India paper. 
The German text is closely followed though there 
are fairly numerous additions or deletions to make 
the book conform more closely to American usage. 
It is safe to say that there is more information 
packed away in this little book than in any two 
separate volumes of physical diagnosis and clinical 
pathology. The book deals with diagnosis from the 
physical and laboratory standpoints and treats of 
them both remarkably well. In these days when the 
student is asked to correlate his knowledge in chem- 
istry, pathology and bacteriology with clinical medi- 
cine this manual should prove unusually valuable. 
For example, the chapter on respiratory organs takes 
up rhinoscopy, pharyngoscopy, a complete study of 
the larynx; gives a complete exposition of spirome- 
try, percussion, normal and pathological pulmonary 
signs, eight pages on the sputum, and finally a sec- 
tion on physical signs in various pulmonary signs. 
The chapter on the blood contains 56 pages and takes 
up in great detail the reaction of the blood (with an 
excellent discussion of acidosis and alkalosis); re- 
sistance of the red blood cells; blood grouping; 
physical properties of the blood; blood chemistry, 
including the most recent tests for bilirubin; the 
morphology of the blood cells and seven pages on 





the diagnosis of “blood” diseases. The section on 
blood chemistry is in general better than that on 
blood morphology. The urine is covered in great 
detail as are the stools and gastric contents. Almost 
100 pages are devoted to parasites and infectious 
diseases, special attention being devoted to the diag- 
nostic tests important in the disease under considera- 
tion. The section on the nervous system is unusually 
good. 

After a perusal of the book it is difficult to see 
how so much has been written in a book which can 
be carried fairly comfortably in the coat pocket. To 
be sure, there is no padding and no unnecessary illus- 
trations. The medical student from his second year 
on, the interne, and the practitioner will find in this 
manual an almost inexhaustible supply of valuable 
information. 
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